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EXECUTIVE SUMMARY

In line with USAID requirements, CRS was scheduled to conduct a final evaluaton of the DAP
No-Cost Extension of the Health and Nurrition sub-goal, between August and September 2005,
The Development Assistance Program (DAP) was an integrated program funded by the United
States Agency for Internanonal Development (USATD). Ir was initated by the Catholic Relief
Services (CRS) and us principal development partner in Malawi, the Catholic Development
Commission in Malawi (CADECONM). In 2004, CRS and Blantvre CADBECOM completed this
DAP, which included agriculture, safety ner, and health and nurrion programming. However, due
to the Southern African [ood emergency of financial vear 2002-2003, the health and nutrition
component (which had started six months later than orginally expected) had not operated long
enough to produce an impact by the end of financial vear 2004, Subsequently, CRS sought a one-
vear extension of this strategic objective and recetved permussion to continue the health and
nuiriion activities RES utiy the remainder of the mitial allocated funds.

The following 15 a summative evaluation of this project. It measured the degree of
accomplishment of the strategic objecnve, intermediate results, positive and negative 1mpacts,
wdennlied lessons learned, indicated the level of SLLHI;1i111-1])i1iI_\. and pl‘m'idnl potnes of reflection for
LUSALID, CRS, s partners and participating communnitics.

The goal of the project was “to enhance food security of vulnerable populations™ in two of the
most food insecure areas in Malawt which included Mpinda and Tamani Extension Planning Areas
(EPA) in Phalombe districr and Kalambo in Chikwawa district (which was later dropped due to
partnership differences).

The purpose of the Health and Nuirition :-:uh-gtml was [0 attain 11“11[3rm'cd food uitlizanon, The
H[r;—lwgic Objective 1 (5O1) was '1111]31‘:]\111 nuirittonal health stats of voung children, with the
following Intermediate Results (IR):

1. IRLYL: Improved recognition and management of malnurrition in children under five vears of
age.

1. IR1L2: Improved recognition and management of sick children focusing on danger signs,
diarrhea and malaria,

. IR1.3: Improved accessibili v oand usage of I'TNs for malaria prevention in children under five
vears old.

. IR1.4: Increase I‘J{}['Ablt water :-:uppl_\; by prm'iding 3 new water sources and rehabilitation of
six faulty warter sources.

Dtspiw the unclear project basecline sttuation with some of the indicators, there 1s élLlL'L]Ll'.»HL‘ basis
to conclude that the project registered substantal success in relaton to its objectives and rargers.
Within the Health and Nutrinon Project, there was marked improvement in growth monitoring
attendance at the end of the project as compared to the baseline situaton. Based on the sampled
pu]mlmit:n and confirmed with phy sical c_‘ht_'::king of gruu'th munimrmg cards, 539.0% of the
children attended growth monttoring sessions consistently within the previous 4 months as
compared 1o 53.3% at bascline. Focus group discussions with caretakers of under children
conducted as part of the evaluanon, hailed the introduction of communiy-based  growth
monitoring svstem introduced by the Health and Nutrition Project as a valuable service. The
FGIYs highly commended the improved accessibility of the services currently being provided
through this scheme, although they wished the scope could be expanded o include vaccinations.
Although there was provision for improved accessibility of vaccination services, closer to home

through mobile clinics, other communities sull had to make the long trip to the Health Centre in
the hope of ﬂndiu;_{ vaccines, which were at times in short supply Llurmg the project pcriud.
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l)tspiw lack of shared undersranding in h;indlillg of Growth Monitoring Volunteer (GMV) -
health centre forms, the GMV-health centre referral system was fairly functional in the three
health centers in the impact area and proved usetul in helping to improve the health of CU20 Apart
from Nambazo Health Cenrre, management of all health centers were mformed and :iL'r\'ici[l;_{ the
referral system. In Nambazo, there appeared to have been inadequate effort to publicize the
svstem with management of the Health Centre, hence the svstem was not fully accepted and
appreciated there.,

In rerms of L‘L-lp;i::il_\ l)Lliltiiilg: ITN, GMY and DRF recetved 11':-1111ing in the areas of work and this
resulted tn enhanced work I‘lL‘l‘l‘tJrLTliitht. .\'.I‘wcit‘ic:-lﬂ_\, GMV's were able to rL‘CUguizc the Higlls of
bilateral edema and severe malnutrition, which include S\\-‘L‘lling and I‘Ji1 ting.

The proportion of caretakers giving their children more fluids than normal when they suffer from
diarrhea surpassed the project target of 00.0%, thus reflecting substantial improvement over the
baseline situatnon.  In general, most carerakers gave more fluids and food than normal when the
child suffered from diarrhea.

The provision starter-pack TN through  communiry-based  distribution  points  improved
accessibility and use of I'TNs 1n the project area. Seventv-six percent (75.7%0) of caretakers of CL2
had mosquito nets compared to only 19.2% at baseline. As result of health talks provided during
growth monitoring sessions, a majority of caretakers (93.9%) were able to menton mosquito bites
as the cause of malaria, surpassing the 80% project target. With respect to I'IN use for CUZ,
majority of them slept under the net either alone, with the caretaker or caretaker along with the
husband/ partaer.

The general emerging trend 1 terms of water supply is thar majority of the houscholds i the
project area have access to potable water during both rainy and drv seasons, despite the inadequate
potable water faciliies in the area. Common protected water sources included public and
_\";er,.-"f]!lul well, piped water I':pLL])]iC tap) and pi.]!n.'c.l water lfc.l\\;c.'ll.111g_',-"_\'.-1.1'Ll,.-"1‘llu1:;. l..111[‘}].‘tllt.'l.‘1i.:t.1
sources included rain water, surface warer (spring, river or stream) and water from open public
well. Although a majority of houscholds in the project area were accessing potable water, a
number of houscholds were still unable to access sale wat cr, lL‘;l\'ing them with water from surface
streams and other Lu]pl‘utc:_‘[cd sources as the tllll_\ alternative.

The project has largelv achieved is objectives, ver there were some challenges which undermined
its potential as well as sustainability. One of the challenges was the inadequare integration and
clarity on the role of communiry leaders. This is a big 1ssue as the decenrralization system 1s vet to
fully function across the vartous sectors (including health) at assembly level. The ambiguity
surrounding the role of tradittonal leaders in relation to the new structures at community level,
such as village development commirtees (VIDC's), will continue to be a potential recipe for role
conflicts.  Ar community leadership level, this may drastcally undermine the success and
sustainability of development initiatives. Omission on the provision for capacity building of health
center personnel in the Integrated Management of Childhood Hlnesses (IMCI) approach, by the
project, may critically affect the DHO-structure’s ability to provide effective long-term support of
the GMV’s, DRFV’s and the referral system. Cash-flow problems (linked to administrative
process) at the field level contributed to delavs in implementing the project. This reduced the
ability for field staff to implement more activities, given the short space of dme allowed for
completing the project. The high stall turnover at Health Coordinator level, may have also
11L‘;_J;;11i\'ul_\ contributed to the effectiveness in L"Arrj.'ing out acHvities during the carlier ]Bh'.-l.kl(_':-: of the
project. However this situation stabilized 1n tume for the project to register some significant
success in achieving most of the project targets as shown mn this report.
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SECTION ONE: INTRODUCTION
1.1. Brief Description of the Development Assistance Program

The Development Assistance Pro AT (IDAP) 15 an integrated program thar was midated by the
Catholic Reliel' Services (CRS) and its principal development partner in Malawi, the Catholic
Development (;Ul'ﬂﬁli.‘%_‘%it]ll i Malawi (CADECODM). The goal of the project was “to enhance
food security of valnerable populations™ in two of the most food insecure areas in Malawi: Mpinda
and Tamani Extension Planning Areas (EPA) in Phalombe distrier and Kalambo in Chikwawa
district. SIEL‘C]I_[‘iCL-'lH} . the three EPAs were selected based on the ﬁ}lhn\-‘iilg criteria (1) Lu‘l:-l\".—lil;ihilﬁ_\
of NGOs serving the communites (i) high incidence of poverty (based on Vulnerability
Assessment Mapping (VAM)) and (1) accessibility through government district level operatons
and ph\*-.lL.ll ,lLLLHHIt'}IhH, And uln‘ul‘m[nh ].LLL]'HI\ cness. The DAP aimed at L—lchlc\.'ing the

following Strategic Objectives (50s) and Sub-Goals (IDAP 19997

Sub-Goal One: Sustainable Increase in Food Availability
SO Increased agricultural production by smallholder farmers
SO2Z: Improved Natural Resource Management (NRM)
Sub-Goal Two: To Improve Food Utilization

RO ER [1‘11prux'cd nutriional stams of young children

Sub-Goal Three: Improved Access to Food

NISEE [nlprux'cd Séli‘t_‘[_\' net for desarate children and other vulnerable children

In order to achieve these Strategic Objectives, DAP covered 40 villages in Chikwawa and
villages in Phalombe. The project targered 11, 400 houscholds with an average landholding size of
(1.5 ha or less and over 6, 000 orphans through communiry-based orphan care organizations.

[n 2004, CRS and Hlﬂm_\l‘c CADBECOM complered a fi\'t—f.'u;-ll‘ l)cx‘cluplnun .\L‘ti\'l[_\' Program
(DAP) that included agriculture, safety nets, health and nurition programming, Due to additional
activities related ro the Southern African food emergency of FYZ2002-2003, the health and
nutrition component started six months later than orginally planned. This component had not
operated long enough to achieve objectives by the end of FY2004. Consequently, CRS requested
and was rani ed pt:rm.lssi.trn for a ONe-year no-cost exl ension of this 511";111.:‘;:ic: COMPONCnt ol the
AP,

The DAP No-Cost EBExtension for FY2005 modified the intermediate results based on a
Knowledge Practice and Coverage (IKPC) survey conducted in May 2003, The plU]LLt strategy
shifted aws: w [rom the Food \\HIH[LLI . hllLl Survival (FAC S) model toa C Ulnlnl.ull[\ Based Child
Survival 11‘1::LIL1, focusing on combating malnutrition, diarrhea, danger signs, and malaria through
interventions such as growth monitoring, community provision of basic medicines, promotion of
insecticide-treated-nets (I'TNs), and provision of potable water.

In line with USAID lLt]LlllLL'I'1L11[‘~ CRS was scheduled to conduct a final evaluation of the DAP
No-Cost Extension between August and September 20050 This summative evaluation would
measure the drgruu of ;lCL‘ULT'lI‘Jll::l'll'HL‘lfl[ of the r:1r:-1tL‘gic :JI)jL‘C[i\' C, intermediate L‘c.-#uhs, ]'!t;r%lli\'c and
11L';1;';11i.\'n.' inlpm:[s, wenitlied lessons learned, indicate the level of :-:LL.~'1:1i11;1t‘Ji.li1_\, and prtl\'idc
recommendations for USAID, CRS, its partners and partcipating communities.
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1.2,  Project Goal and Strategic Objective

The purpose of the Health and Nutrition sub-goal was 1o attain improved food utlizaton. The
Strategic Objective 3 (5O3) was improved nurritional health starus of voung children. The
following were the Intermediate Results (IR):

L. IRLIL: Improved recognition and management of malaurrition in children under five vears of
age.

. IRL2: Improved recognition and management of sick children focusing on danger signs,
diarrhea and malaria.

ut. IRL3: Improved accessibility and usage of I'TNs for malaria prevention m children under five
years old (CU3)"

. IRL4: Increase potable water supply by providing 3 new water sources and rehabilitation of 6
faulry water sources.

1.3. Specific Roles and Responsibilities for the Evaluation Core Team

CRS, Blantyre CADECOM and factlitators of Change interventions (foCi) formed the evaluanon
core team with specific roles and responsibilities (see Annex 1) as follows:

1.4. Consultant - foCi

In collaboration with CRS/ Malawi and the partner (including the evaluaton team), foCi was
responsible for:

 Giving regular feedback to CRS Malawi on progress.
Conducting hrerature and secondary data review of relevant documents.
Facilitanion of an orientanon session for the evaluation team.

Finalizatton of data collection tools belore the commencement of data collection

Owersight of the minal dara collection process 1o ensure effective management of data by
evaluation team.

Analvsis of dara and ]lrULlumic:n ol drafi report on fi[lding:-:.
Incorporation of feedback from CRS Malawt on the drafi report in order to prc:ducc final
report.

1.5. Catholic Relief Services Malawi

The role of CRS in this evaluation included:
Selection and hiring of consultants (foC1) to carry out the final evaluation.

Proviston of guid;mcc and management of all aspects of the consultants” work by L‘usuring
that outputs are completed in a sanisfactory and nmely manner.

Proviston of access to all project files and data relevant 1o slchic\'iug the final evaluanon
objectives.

Provision of lugimic.";ll support for the evaluation team to be able to access the
communtites and dara collection stres.

Generate a budget for the evaluation and manage financial expenditures,

I Mote that the indicarors referred 1o Under 5 children bur the evaluanon, wsing the KIPC methodology focused on under 2 children

Fmal Evaluanon Report
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1.6. Blantyre CADECOM

As the implementing partner for CRS, the role of Blantyre CADECOM was to:

Provide access to project files and data relevant to the achievement of evaluation

abjectves.
Participate in the gathering of existing information.
Provide comments on the draft evaluaton report before i is finalized.

Inform all stakeholders about the results of the final evaluaiion.
1.7. Methodology and Approach

The I\'ntm'lcdgr, Pracuces and Coverage (KPC) 11"1(.'111“(.1'1]1{}5-_"\' used 1o this (inal evaluaton was
hased on the ftJH:J\\'i[lg systematic process:

Assessing achievement or progress towards objectives: Dirstly, the evaluaton approach

emphasized on assessing whether objectives or set targets were achieved.

Demonstrating change: Within the context of this KPC stady, change has been
demonstrated by comparing outcome indicators with baseline indicators, where the same were
available. .\11L‘1'111-11i\'t.'1_\., the demonstration of change was done by comparing with set targers,
where the same was available.

Demonstrating causality: In evaluation of this narure, demonstrating the causal role of an
mtervention i elfecring an observed change requires that other (spurious) facrors that could
also have produced the change be accounted for in the study design. Ideally, results in a non-
mtervention area should have been compared with those in an intervenuon area for causality
to be ascertained (Sarriot etal, 1999).  Due to unavailability of non-ntervention area
indicamrs, it was not [‘}U:&thlc o ascerrain CL-lLlS:»lli.]_\ in rhis evaluation. flt]\\-‘t\'tl‘, clfforrs have
been made to make comparisons with national stanstics, where the same are available.

Owerall, the following key framework questions were the primary guide:

Were objectives reached 1n the project implementation arear

Can the project demonstrate an improvement over tume in knowledge, practices, or
coverage, [rom the baseline levels?

Can the program demonstrate its specilic responsibility in an observed change between
baseline and end-point evaluation?

1.8. The KPC Standard Sampling Format and Data Collection Methods

In 1s onginal format as developed by the Johns Hopkins University, School of Public Health,
Department of Internanonal Health, the knowledge, practice and coverage cluster-survey
approach was designed ro cover 30 clusters of 10 houscholds each.

Housebold questifmnair(f: A total of 30 villages (Annex 2) were sampled from the impact area.
Based on pre-generated project performance indicators and in order 1o ensure representativeness,
the villages were grouped mto:

g

Higlh project suecess as defined by least cases of malnutrinon (based on growrth monitoring

cards — weight-for-age), highest usage of I'TNs and best access to potable water
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g

Mediwm project siwceess as delined by moderate cases of malnurition cases, moderare usage of

I'TNs and maoderate access to potable warer

Lone propect sueeess as defined by highest cases of malnuirittion cases, minimal usace of TTNs
H1 v oLg g
and lowest access to potable water

Ten (10) CU2 from each village were randomly sampled using Growth Monitoring Volunteer
(GAV) registers.

Focus G?"t’.ii'ip Discussions (.PGD) A total of 6 focus group discussions were cartied out. Fach
health centre had 2 FGDs, one with caretakers of CUZ2, and the other comprising volunreers,
commitrees and community leadership. These representative FGDs were construted based on

. . et
project success proupings

Key Informant Interviews (KII): were conducted with volunteers (Growth Monitoring, Drug
Revolving Pund, Insecticide Treated Nets and Village Health Commurtees), Health Centre
personnel, District Health Office, community leaders, CADECONM staff, CRS Staft and local
leaders (Village headmen and Tradmonal Authority). The list of people who were consulted 1s

annexed (Annex 3).

Literature review: A review of key project documents of was carried our in order to get

: - 3
acquainted with the project design, progress and objectives’
1.9. Development of research tools

A questionnatre (English version) was drafred 1n consultanon with core evaluation team members.
An orentation session for dara enumerators was organized during which the questionnaire was
reviewed and pre-tested 1n villages around Old Awrport mn Lilongwe peri-urban, During the same
orientation, the quc.a'timm;iil‘c was translated into Chichewa., The Chichewa version of the

questionnaire was used for the houschold survey.
110. Data management

a.  Liedd Data Collection

Data was collecred Ll.‘i]l.l'lg a L}LlL‘SIltnln'Airc which C(J-L'Ill'll'i.\'l_‘d C'.-lwgnrical and contnuous vartables.
On average, cach of the 10 enumerators interviewed 6 respondents per d;l_\"l. (_'mnplclcd
questionnaires were checked by supervisors on a datly basis [or correctness, consistency and
legibaliry.  All guestionnaires that were found o be incorrect, mnconsistent or inclgible were
referred back to particular enumerators for appropriate action.  Other minor questionnatre or
logistical 1ssues were also resolved  through  dally meetings between CRS, CADECONM,

cnumerators and [oC1 consultants.

b Data entry, cleaning and analysis

In preparation for the data entry, a database in SPs5 Version 9.0 was created. As a way of
identification, questionnaires wete serally numbered. The data entry was done by two dara entry
clerks. Once data entry was Onished, data cleaning followed. A random sample of 30 caprured
hard copy quc.\'[it)[‘ulziircs was selecred and checked :-15;;11[1:&[ the electronic database, variable l‘J_\'
variable. Out of range codes were picked and correcred accordingly.  For the purposes of data

2 High, mednam or bow project success
3 Zee Key neference documents

| Cmesticnnaine had 12 secnons and seventy-three (73] quesnons, Bach quesnonnane meraew (ncluding consent fomm) rook fom around 50-00 mmmtes
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cleaning, all categorical varables were subjected to frequency analvsis in order to pick out of range
codes which were also corrected accordingly.

Prior to the data analysis, the SPSS base was converted mnto dBASE I for accessibility in Epi Info
Version 3.2.2. Weight-for-height (WHZ), weight-for-age (WAZ) and height-for-age (HAZ) z-
scores were generated using Epi Info, added to the file and exported to SPSS for further analysis,
Some continuous variables such as z-scores were recoded mrto categorical variables.  Multple
response vartable sets such as sources of livelthood, warer and medical assistance and means of
disease transmission and prevention were defined in readiness for multiple response analysis. The
bulle of the staustical analyvsis was carried out i SPS5 Version 9.0, Consistent with evaluation
:thcmi\'cs, Llcscnpuw statistics were t.'.\;1i..‘11.‘41\'L'l_‘.' used for the evaluation.

1.11. Composition of the Core Evaluation Team

This end of project evaluaton for the Health and Numrition Project No-Cost Exrension was
conducted under the team leadership of Sam Matemba of facilitators of Change interventions
(foCi). Other ream members included Alfred Dzilankhulant of foCi the CRS Health and Nutrition
Program Manager — Kathrvn Lockwood, CRS Child Survival Project Officer — Kwame Msapato,
CRS M&E Technical Advisor — Jennifer Lentfer and Blantyre CADECONM (Partner) Technical
Health Coordinators on site — Rosemary Mpetiwa and Patricia Kamba Chirombo

1.12.  Issues, Challenges and Limitations

Problematic baseline data — [n order to be objective, this evaluation needed 1o reflect on
the baseline situation. The baseline study that was carried out i 2003 with a view to
benchmark indicators faced some challenges. Even though efforts were made to analvze
the baseline dara available and use the subsequent results in the evaluation process, there
still remained serious gaps in the baseline information. The consultants would therefore
like o share the following observanons in relation to the baseline dara:

= Stanstcally, the chosen KPC bascline sample size of 73 was too small (even by KPC
methodological standards). The ideal sample size should have been ... The small sample
rendered tsell tricky for sub-group comparisons in general and in the event of missing,
cases which are normal even in a small sample size.

" (Observanons Llul‘i[lg review of the CUanlmtd bascline Llel.‘.\'[iUlllliii].‘L‘rl showed that, nort all
responses to relevant questions were recorded. This increased the number of missing cases
resulting in fewer than 30 valid cases for analysis.  Stadstical data where sample size 1s
fewer than 30, in this case, does not give conclusive results. Subsequently, no variable
analyvsis was done on issues where N, for the baseline dara available, was less than 30.

" n consultation with the Core BEvaluation Team, some LlLLL‘stiuns that were used in the
baseline survey questionnaire were considered not necessary.  Consequently, relevant
questions were kept or rephrased while those not considered relevant were dropped
;111115;{'[1&'1‘ in the evaluation stud_\' lelL'S[lt]l]ll'elil’L‘. As a result of these Ch;mgcr%. some of the
data collected at baseline and end of project evaluation did not have direct comparators.

Information management - birth, vaccinatons and artendance records had problems:

= Upon expiry of birth cards and acquiring new ones, transfer of information 1o new
cards was erroncously done e.g. some cards mdicated vaccinanons o have been done
catlier than the recorded birth date,

= Contrary to Project Officers” advice for Growth Monttoring Volunteers (GMV) 1o
maintain a register of all CUZ in the area (whether attending sessions or not), the scope
of information recorded in growth monttoring registers that were checked, covered
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only children who artended growth monitoring sessions. As a result, sampling frame
had to be gcncm[cd b)' the field evaluation reams, hence took some tme.
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SECTION TWO: FINDINGS

2.1

DEMOGRAPHIC DESCRIPTION OF SAMPLE POPULATION

A toral of 300 CU2 VEArs wWere 5;111‘1]*1&1 and thetr carerakers inrerviewed. The median and mean

age (months) of the sampled children were 14.0 and 14.1 (SD=5.36), respectively. Overall, 15.6%

of the sampled children were aged berween 6-8 months, 20.7% were aged between 9-11 months

while 63.0% were aged berween 12-24 months,

The majority of respondents (99.1%0) were

mothers o the children and the median caretaker age was 24.0 vears (mean= 254, 5[2=0.20).

]"il‘I_\ eight percent (38.0%) of the children were female while the rest were male. Less than 1.0%

ol the children lost their mothers while 3.0% had lost thetr father while no child had lost both

father and mother.

Table 1: Caretaker Education Level Details (N=300)

Highest Education Level Completed

Percentage [%,

I Never been to school B

2 Prmary or adulr literacy N
A Secondary 795
Lo College or unversity 1A

Eduncation: Overall, majority (91.3%) of
caretakers had completed at least priman

level  education. About  eighty  percent

(79.5%) had completed some kind of
secondary educarion, 4085 college
cducarion while eight percent (7.7%0) had
completed primary level educaton.  Only

8.7% had never been to school {(Table 1), It

15 evident from this soady thar the caretaker education levels are higher than nadonal literacy

rrends.

Although this study was never meant 1o include a comparative analysis of growth

caretakers who took their children (wards) for growth monitoring and those who dida’t, it would

appear thar growth monitoring was more valued by educated carerakers, probably because they

understood its importance more than the uneducated caretakers. This finding 1s unlikely though.

The high completed education level among the sampled population could be artributed to

inaccurate sampling procedure.

Table 2; Household Sources of Livelihood

Livelihood source

Percentage (%)

Farming 01.7
Cranyu (e 713
Selling foods 260
.‘;|1|-|'\ |\\'\'|'\l 1/ VErndoTt Xl

Fishing 7
Handicrafis 27
Salared worker 1.1

Servant,/ house-worker 1.3
Remiattance from relanves/ friends 1.3

Table 3: Person Caring for CU2

Away from

Home

children when Caretaker is

Caretaker Percentage (%)
Crrandparents 4.7
COilder sibhnes 187
Hushand 1640
MNone, mother 153

Orther relatives

I'.'I'nill |..'-\ZI...II.'.|II 1l ]\‘.'. |‘" 341

sources  of

Sources of Livelibood:

livelihood  were  assessed by askine

respondents  to menton  their livelthood
sources and a muldple response analysis
was done on the responses.

mosl sources  of

The three

livelihood were farming (91.7%),

COMIeN
ganyu
(71.3%) and [ood selling. Other sources
melude  shop-keeping/vending, fishing in
Lake Chirwa and handicrafrs (Table 2).

Care for CU2 when caretaker is away:
Table 3
entrusted 1o rake care of the child when the

SUMIMATIZCS people who are

caretaker 1s away from home,
Grand parents were commonly lefr with the

child-caring rask when rthe careraker is away
from home.



2.2, PROGRESS TOWARDS OBJECTIVES AND TARGETS
2.2.1. IRLI: Recognition and Management of Malnutrition in CU2
2.2.1.1. Description of intermediate result 1.1 indicators and targets

Under the Health and Nutrition Project sub-goal o atrain improved food utlization, the strategic
objective 1 (SO1) of the Health and Nurriton Project was improved nutritonal status of voung
children.  The Intermediate Result 1.1 (IRL.1) was improved recogninon and management of
malnutrition in children under five vears (CU5). Impact indicators for IR1.1 are annexed (Annex 6
—IPTT). However, impact areas for this intermediate result were as follows:

S

Proportion (70) of mothers with CU2 who go to growth monitoring consistently in the last
4 months

Proporton (%0) of GMVs who recognize bilateral edema and wasting as severe
malnutrition

Proporton (70) of mothers with CU2 who when referred by GMV go o health centre

2.2.1.2. Project Achievements in relation to [R1.1

Consistency in growth monitoring attendance: Growth monitoring and promotion is a
strategy of enabling carerakers to visualize growth or lack of growth, and to receive specific,
relevant and practical guidance in ways in which the houschold and community can act to ensure
health and continued growth of the child (IDRC] 1992 as quoted in I-Life Program Malawi Dralt
Baseline Report, 2005).  Growth monitoring promoton is regarded as a preventive and
promotional strategy aimed ar taking specific action to avert poor physical and psychosocial
development of a child.

Within the Health and Numiton Project, there has been marked improvement in growth
monitoring attendance at the end of the project as compared to the baseline siruation. Within the
sampled populaton and contirmed with physical checking of growth monitoring cards, 59.0% of
the children attended growth monitoring sessions consistently within the previous 4 months as
compared to 53.3% at baseline (Table 4). FGD with caretakers of CU2 conducted as part of the
evaluation hatled the introduction of community-based growth monitoring system introduced by
the Health and Nutririon Project.

Table 4: Has the Child Been Weighed Consistently for the Past 4 Carerakers and mothers found the
Months? :
e system  less  burdening  since i
Proportion (V) hll\'r ved rowth monitorin
: _ _ e o o
Baseline Evaluation = 2
N " artendance within the community
o 41, 3
- —— rather than walking 10 the nearest
. _ _ health centre, which generally ook
Lroa’t know G not sure 1.7 dad not measure) ‘ .

a minimum  of 1 houwr  and
maximum of 3 hours for those in the health centre carchment peripherv. Although there may be
other reasons for the project failure to accomplish the target, the Health and Nutriton Project
faced operational problems such as cash flow problems, late start of project and feld staff turn-

Ve,

Findings from FGDs with carerakers of CU2 indicated that orowth monitoring sessions in the
project greatly improved early identification of minor illnesses which were in most cases managed
at home or referred health facility if serious.  Further, through the growth monitoring sessions,
GMVs were able to give health education to mothers or caretakers, particularly in relation to

|"'I'I1i|| I-.'\:I...II.'.|III'I'I .l'\‘.'.l"ll:l I:\
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symptoms and signs of malnurrinon and bilateral edema, diarrhea, worm infestation and other
danger signs.

0MV7s ability to recoentze bilateral edema and severe malnutrinion was assessed during K11s with
GMNVs abilite o i bilateral ed 1 Lt I during KI1s wit
project volunteers.  Majority of GMV’s were able 1o recognize severe malnutrition and bilateral
edema which include swollen legs or pitting,

GMV-Health Centre refermf system: The role of Growth Moniroring Volunteers principally
involves ;_{1'\"1115_{ health talks to caretakers of CU2, gftnﬂh 1n::11i[:;ti11g, pru\'i.‘éiun of ﬁpprupria[c
advice based in relanon to the child’s health as per observatory assessments and referring the child
i a Health Cenire for serious illnesses or condinons.  On the basis of discussions with Health
Centre personnel and the caretakers or mothers, there has been improvement in caretakers
complying with referral advice provided by the GAMV. Owver half of those who were referred to a
Health Centre complied. For example, during the April-June 2005 Quarterly Report, out of the
195 children who were referred to a Health Centre, 109 complied, representing a fifty six percent
(55.9%) compliance rate.  The main cause of l[alure to comply with referral advice meluded
mnability to meet the cost of transport and the fear of Inancial implicatons, should the child be
admirted ar the health factlity,

The GMV-Health Centre referral system was fairly functional in the three Health Centers in the
impact area. For example, 231 CU2 in the project impact area were treated through the referral
system. Apart from Nambazo Health Centre, management of all Health Cenrers were informed
about the referral system. In f\'ﬂml);’o—:u1 there ;lp])c;lrcd i have been lll'elLlL'LlLl‘rHU cliort to mtroduce
the approach to management, hence the system was not fully accepted or appreciated.
Consequently, incidences were cited where referred CUZ were sent back untreated. Although the
center had began accepung the referred CUZ, management at Nambazo Health Centre were sull
bitter with the way the referral system was introduced.
Growth monitoring cards Most carctakers (90.790) reported possession of growth monitoring
card while 9.0% had either lost or misplaced the card (Fig. 2)

Less than one-percent (0.3%0) of

Fig 1: Possession of a Growth Monitoring Card or Health Passport = Evaluation Survey N .
CU2 did not have a growth

100 monitoring  card  either  because
they were not consistent
20 1 artendants of growth monitoring
services, or they did not make an

o0 elfort to get one.
= This finding shows improvement
% from the baseline situation  ai
g which 88.6"% reported possession
E 204 of growth monttoring card while
5.7% never had a card and 5.7%
0] were not sure whether the under 2

Yes, seenat Notav Never had a c. child had card or not.

(0.3%a))

Infant and child care and
feeding practices - Appropriate infant and child care and feeding praciices are necessary for
health, nurrinonal stams and overall wellbeing of children. The provision of adequare energy and
nutrients in a child's diet allows for proper growth and development. Furthermore, children that
are fed appropriately are equipped with the required protection from infection and disease. In
Malawi, the Mimstry of Health and Populatnon (MoHP) guidelines recommend  initation of
breastfeeding within 1 hour of birth. Majority of the children (98.7%) were breastfed on the day of
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birth.  Owerall, 93.3% of mothers breastfed thetr children for the frst time within 1 hour of
delvery, 0.3% did not breastfeed at all while 6.3%0 breastfed afrer 1 hour of delivery, Compared
with the baseline sttuation, this proportion reflects improvement in initiation of breastfeeding in

the project area among the sampled children

Table 5: Self-reported Time of First Breastfeeding after over the pruicq_‘[’:: peri il I:.l-:»]_b]_(_‘ '_}“.
Child’s Birth

According o International  Infan 1'1‘1;L1i1‘1g

Proportion (%) . . . - .
P i Guidelines from World Health Organizanon

Timing of Fivst Breastfeeding

(WHO)), and Malawi Natonal Infant 1'1‘1;L1i115_{

1. Drd not breastfeed 0 31 . Lo

2, Breastteed for the birst tune P ]]'1(".\. ) tl{ nmn the '\11[.1]"“1].'-}. Ur . ]' IL".»l].[h,
within 1 hour of delsvery 764 933 breastfeeding should be mninated within one

3. After 1 hour of birth 236 6.3 hour of LIL‘H\'L‘].‘_\. and nurrient-rich colostrum

should be fed to the infant. In this evaluanon
study, the proportion of mothers that mitiated breastfeeding within 1 hour reported 1n this survey
15 higher than the nanonal esnmates as reported by the Malaw: Demographic and Health Survey
(MDHS, 2000).  Accordingly, the MDHS reported that 72% of mothers in Malawt initated
breastfeeding within 1 hour of delivery.

(_'untr;u'j.- to culrural pr:—lcﬁcu:ﬁ that Promores [hruu-'ing away of first L‘nh;rnrum, about 11i1lt1_\ O1e
percent (90.7%) of caretakers reported giving the colostrum to the children on the day of birth
while 9.0% threw away the colostrum, thus depriving the child of the nutrient rich substance. The
cultural practice of throwing away colostrum was investigated during FGDs with caretakers of
CUZ. The caretakers reported the of late, the practice was becoming rare.  However, some
clements of the community still believed in the practice and were therefore sull practicing it

Breast and C{J'mplri'.‘.’ﬁi‘.‘}.’.fdf‘}’ ﬁ?ﬂ’dfﬂg: [nternational guidelines recommend that children should be
exclusively breastfed from birth unul 6 months of age.  Exclusive breastfeeding 1s recommended
up to 6 months after which complementary feeding of appropriate foods can inittated (I-Life
Program Malawt Draft Baseline Report, 2005)  The Mintstry of Health and Population
recommends l‘lrt:-lrdiﬂtcding of children up to 24 months. _\ppl‘u}.illlblh_‘l_\.' L'ighh.'—cighl percent

s
(87.9%0) of the children in this survey were sull breast feeding while 12.1%% had already stopped. In
terms of exclusive breastfeeding, all carerakers ol children under 6 months reported feeding or
hﬂ\'ing fed thewr children with food and drinks 1in addition 1o breastmilk, 11“11pl_~.'111;_{ that m:liurh_\'
were nol pr;wticnng exclusive breastleeding. The most common foods given to children under 6
months mcluded cereals and sugar, salt and othe condiments.  Other foods included tabers,
legumes and vegetables. In addimon to breastmulk, 47.8%0 of caretakers reported giving under 2

children water.

Mothers who had already stopped breastfeeding, had on average breastfed their children for
approximately thirteen months (median=13.0 months), thus indicating that breastfeeding generally
stops earlier than the recommended 24 months. Although  quanuratively, the  bascline
breastleeding duration could not be established, focus group discussions with caretakers of CU2
and kev imnformant mrterviews with project volunteers and selected health centre personnel
established that mothers were breastfeeding thew children longer than before the project, thus
indicative of progress made in terms of promoting breast feeding best practices in the project
impact area.
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Table 6: Initiation of Complementary Feeding to Under 2 Children As indicated i Table 6, mothers or

. carctakers  in  the project  area
Median age . . -
Not Yet Started Started (Months) mitated complementary feeding of
Median Age various  food proups at different
Food Type Propaortion (%) {(Months) E padeats ages.
Fats and oils 2600 10.00 8.0 '
ry r s y
Lormula A0 il 6.0 For those mothers who had alreads
Tubers 37.5 10.00 0.0 introduced ¢ 1 v feed )
Milk products "6 135 0.0 o LlLLGI. Lclll'l[')‘ U‘IlL[l[AL_\ . LLLLllg
Milk from at the tme of conducting the
anirraly 576 . . . -
airnal: ’ Sl 8.0 cvaluation survey, some ol the food
Cereals 7.0 120 6.0 C .
o groups that were introduced carliest
vegetables 9.7 6.0 B0 included  formula, cereals, and
Cther vepetables 1.7 7.0 8.0 liL]Lli.LlH other  than  mulk  (all
Slom-mlk ligueds 17.3 10.0 6.0 . .
mtroduced  ar median age of 6
Lemumes 18.3 70 5.0 1 ) 11 I Lo
el foods e o0 - maonths).  Owerall, the minimum

median  age  of  complementary
feeding initation among the sampled population was 6 months, thus implving that of those who
had already intated complementary feeding, 50% did not exclusively breastfeed up to 6 months.

Nutritional and feeding
pmcrices: A queston was asked to

Fig 2: What do vou do when the child is sleeping and its time for feeding?
check on what the carctaker does

Gl

when child is sleeping. Fig. 3 shows
that 52.7% of the mothers will give

s
food when the child wakes up, and
= 40 27 4% will wake up the child ro feed
o while 19.9% left the child 1o Slccp
30 and did not feed afrer \\-‘;Lliing up
later.
= o . o
Good c( )L‘nplcn‘lcnl ary feeding

involves  continued  breastfeeding,

10
appropriate  frequency of feeding

and adequare nutritional quality of

Let chuld sleep Wake up cluld Cive upon

complementary feeds. 1[0 the child
wiakuyr up - .
does not wake up, it means the
child will not feed and therefore the
frequency of feeding and quantity of food taken by the child is reduced, hence unhealthy for the
child. Table 7 below summarizes the United Natons Children Fund (UNICEE) suidelines on
complementary feeding thar are widely promoted in Malawi.

In order to determine the rypes of food being gi\'cn as supplementary feeding, the survey sought

to verify what types of foods children had been given a day prior to the survey as listed i Table 8
below,
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Table 7: Type of Food Give

to CU2 the Previous Night

1 Cereals 454
2 Sugrar, salt, other condiments 693
3 Viramin A rich vepetables*s 47.6
4. Other vepetables 42.1
5. Mleat” 29.00
[ Lepumes* 262
7. Fats, oils, avocado pears 18.0
8 Tea, coffee, soda, other beverages

i Yitamin A rich fruirs®

Lt Other fouirs [
11, Tubers 4.8
12, Milk, yoghurt, cheese! 21

TOTAL 3621

Water UlLA
Breast mulk B
Other bgueds (sweer wartes, tea, coffee H.10
Frut puce 23
Formula mlk 1.0
Aoy other tvpe of mulk (powder, anmmal 0.7
TOTAL 199.0

Nurritonal and feeding guidelines for
in relaton 1o children  under 2
recommend legumes, Vitamin A rich
vegetables, Vitamin A rich froas, milk
products {milk, voghurt and cheese).
Howewver, the table shows most
children were given food types that
are  not  recommended, such  oas
cercals,  sugar,  salt,  and  other
condiments  and other  wvegerables
(non-Vitamin A).

Cereals are among the most commaon
food types 1 Malawt because, swfer
afig, maize 1s the staple food and is
mostly grown by every houschold.
From Table 7, rnll_\ 20.0% and 26.2%
were  given meal and  legumes
respectively, Very  few children
(7.2%0) were given Vitamin A rich
frudrs. Given the high POVerty levels
i Malawt  (MEPD, 2003} most
houscholds may not afford 1o buy the
foods that are not readily available.

The most common fluids given were

water and breast milk (Table 8).

Admission to nutrition programs: Only 6.1% of children i the evaluation survey were admirted
to a nutrition program within the previous 6 months, while 93.9% of the children were not

admirted over the same period.

This result 1s supported by FGD fndines which hatled cood nutrittonal feedine practices
J [=] & &
promoted through growth monitoring sessions by the project in the area. Despire heralding the

value of growth monitoring in all FGDs, they lamented over shortages and discontinuation of

safery nets, they find themselves helpless to do much. Some of the health centers e.g. Mwanga did

not have the resources for supplemenrary feeding for malnourished children either,

Table 9: Prevalence of Wasting, Underweight and Stunting Among

CU2 - Evaluation Survey

Proportion (V)
Wasted Underweig | Stunted
Category (WHZ) bt (WAZ) (HAZ)
Normal (z-score =-100 and above 2.0 5 38.3
Wl (z-seore LA oy - 2000
Moderate (z-seore 201 o =300 23 Xl 163,
Severe [z-score XL 1.0 300 83

5 *Recommended foods

Fanal Fvaluanon Re port

Prevalence of Wasting,
underweight and stunting: \Weight
and height measurements  for the
CU2  were  used  to dertve
anthropometric  indicarors:  HAZ,
WAZ,  WHZ The EPINUT
anthropomerry facility i EPINFO
was used o derive the z- scores

which compare the child’s



anthropometric measurements to the WHO reference standards.  Anthropomerric data (age,
gender, height and weight) was collected from the sample population. Wasring

o underweirht and

stunting were measured by weight-for-height-z-score (WHZ), weight-for-age-z-score (WAZ) and

height-for-age z-score (HAZ), respectively (Table 9).

Wasting (or weight-for-height z-score) is used 1o measure current levels of malnurrition in
individuals and populations and 1s especially useful in emergencies. Using appropriate and widely

known categorization, 82.0% were normal, while 14.7%, 2.3% and 1.0% were mildly, moderarely

and severely wasted, respectively (Table 93 When compared with bascline situation, there 1s a
reduction in the prevalence of wasting (higher proportion of normal and reduction in prevalence

of severe wasting) the project area at the end of the project.

L-:"J'.'Cf{’!’d;‘ﬁfgbf (W"AZ) 15 used as a SLUITIMATY  MEASUre ol nutritional status of individuals or
populations. It 1s also used 1o measure nutritional status and has been found 1o be useful indicaror
for monttoring of nutritional inrerventions.  Compartson with the baseline shows a relatively
constant trend in the prcx':lluncu of the normal and sev L'l'(_‘l:'.' underweight. However, 1t would

appear that  over the

Table 10: Prevalence of Wasting, Underweight and Stunting Among CU2 — Baseline

Survey [UL‘l‘i1 ad of P nect
implementation,  there
Proportion (%) has  been  graduaton
Underweight Stunted from the moderate to
Category Wasted{ WHZ) (WAZ) (HAZ) mild underweight
MNormal (z-score LA amd abowe . _ . .
7300 528 139 L:i[L';_"rll_\
Wil (z-score LT ey =200 194 — 194 .
MModerate [#-score 201 to -3.00 - ‘Srﬂnn‘ng ('IIA é/J 13 LL:‘LLIR
00 == 444 o measure  levels  of
Severe (-score = =300 and below! B
A6 28 222 accumulared under

nutrition in individuals or populations.  Just like underweight, there appears to have been

reduction in the prevalence of severe and moderare stunting (Table 10).

The prevalence of wasting, stunting and underweight during the final evaluanon are very different
and higher than any other dara in Malawi. However, analysis of selected variables intended 1o

establish causes of this scenario did not vield conclusive results.
2.2.1.3. Challenges and Limitations in Relation to IR1L1

The following challenges and limitations in relation to IR1.1 are mainly based on FGDs and Klls,

which were conducted as pari of this evaluanon:

Carerakers expressed the desire 1o combine wvaccinations and  growth monitoring,
However, when the Districr Maternal and Child Health Coordinator and relevant Health
Centre personnel were asked about the feasibility of the suggested combination, they cited
cquipment and statfing mitattons as major challenges.  For example, GMVs  were not
trained and the need for maintenance of the cold chain requires more equipment.

There was no shared understanding on use and purpose of referral forms, particularly at
Chitekesa and Nambazo Health Centers. Management at the two Health Centers cited
lack of orentation for kev stakcholders as major cause for the lack of shared
understanding.

Health Center personnel felr left our of the project, hence cooperation was generally

[tmited.
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According ro Klls with community leadership, there were maidences of misuse of
welghing scales, particularly in Nambazo Health Center. The misuse included using the
scales for welghing maize and other substances.

No mechanisms for replacement of weighing and other scales were reported.
2.2.14. Lessons Learnt in Relation to IR1.1

No clear mechanisms for managing and supervising Health Surveillance Assistants (HSAs)

m the absence of adequate staffing levels at health cenrers

Although there has been reduction mn the prevalence of wasting, underweight and stunting
over the project durarion, prospects mn the area appeared bad, particularly with the onset of
hunger and the looming food erisis in Malawi, exacerbated by poor rains during 2004-05
rainy season. At the time of the evaluation survey, most households had already run out of
food. Ir is likely thar the nutrinonal status of children i the area will worsen as a result of
this.

2.2.2. IRL.2: Recognition and Management of Sick Children.
2.2.2.1. Description of Intermediate Result 1.2 Indicators and Targets

Through improved health educarion provided during growth monitoring sessions, the Health and
Nutriion Project aimed to promote best practices in recognition and management of sick CUZ2.
Impact indicators for IR1.2 are annexed (Annex 6 — IPTT). However, impact arcas for this
intermediate result were as follows:

Proportion () of caretakers who give more than usual fluids to children under if they

fall 111

Proporton () of caretakers who give more than usual food ro a child over 6 months old
if they fall 1l

Proportion (%) of carctakers who give more than usual brease milk 1o a child if they fall il

2.2.2.2. Project Achievements in Relation to IR1.2

Table 11: Food and Fluids Given (would be given) When Child KO 1% e13e7a ey i (777 Qo 0 S8 (110 Ve M Mol

S : iz . s . e L .
T8 S T when the child suffers from diarrbea:
Levels given Baselipe (o) i (") In seneral, most carerakers gave more
FLUIDS fluds and food than normal when the
Less than normal 300 207 child suffered  from  diarrhea As
More than normal 6.7 70.1 tllastrated in Table 11, 70.1%0 and 42.9%
About the game a3 - ) of carctakers reported giving the children
normal 20 8.8 ) ‘ o o
more fluids and food, respectively,  The
Dot ko 33 03 . - Co .
proportion of carctakers giving  therr
FOODS . . '
children more lhuds than normal when
Less than normal 59.3 41.5 - - .
they sutter from diarrhea surpassed the
More than normal 25.9 429 project target of 60.0% and reflects a
;}(]__Jlf[:':_:.-'h" Fae as -4 . marked iinprrn'cnlcnl over the baseline

sttuation.

However, the project target of 45.0%0 coverage in the proportion of caretakers giving their children
more food than normal was nor reached. Although the rarget missed by 2.1 percentage points, the

end of project indicators show an improvement over the baseline siruation.
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In addition to milk for those who were stll breastfeeding, over eighty percent of the children

(81.8%0) who suffered from diarrhea were given Oral Rehvdranon Salts (ORS),

Table 12: Types of Treatmen

Sought for Diarrhea

Proporiion (%)

Having learnt how to make home-made

. rl - - .
fluids” for trearment of diarrhea, three

Treatment Fwaluation TR . : :

— — percent (2.5%0) ol the children i the
Fluids from QRS packet ALA ' . .
o — survey  were  given  home-made  fluids

1 or ".'I'II]‘ . | . : a0 - .
_— p while 4.3%% ol the children were siven
Mothig .3 . - o
: nothine (Table 12,
Home made flinds 2A (=B 4
letracyelng 1.4

Home made remedies herbal medicines

Health secking practices: Table 12
the

shows VAL1OUS VACCINCS

recommended by the Ministry of Health

and Populaton. Broadly speaking, vaceines are given to the children as part of helping 1o develop

their immunity to varions diseases.

In this evaluanon, the vaccination recordings in the birth card were compared with recommended

Table 13; Timeliness in V'

ine Reception Among CU2

dates  [or  the baby to recetve  each

%, Responding vaccine’.  Using the guidelines and the
Given- specilic date on which each vaccine was
Not Not Given Given Duate administered, enumerarors were able to
Vaccine Given Timely Timely wknown | indicate appropriate responses 1o the
£ 3 7. __l.,.l Y . . - .
L a L _ == question on the dming of the vaccines,
Pl 1) G9.6 3. 52 164 :
Polus 1 21 i 1 Y] 1.0 ) . . . :
Tolio 2 e o I e From the findings (Table 13), the
Tolio 3 197 HLi 329 7.5 following  registered thar highest non-
DrT1/ recipients mncluded polio 0, viramin A,
Pentavalent 1.7 6L 25.2 12.2 Y72 T
——, measles and DPT3/ Pentavalent. Many
Pentavalent 12.2 3.6 331 1.1 carctakers also reported late vaccinations
DrT3/ _ - in BCG (74.0%), Polio 1 (66.1%46), Polio 2
Pentavalent 26.2 37.2 201 7.6 " \ J A
Measles 1.3 249 221 (42.7%),  Polio 3 (40.0%)  and
Vitarmin A 7o 1. 5.2 DPT1/Pentavalent (60.9%).  According

o consultations with .\[inlslr_\ of Health
and Population  personnel at District
Health Office and Health Centre levels,

vaccines were in short supply in the

district due 1o under-supply by the

Cenrral Medical Stores (CAMS), The CAS

‘L'ELCCi]lL‘ HLl]"]"J.lL‘:i Were ll.liflLlL'LlL];fHL' because

was  based on

the quantiry  supplied

Nattonal Statistical Office (NSO) census

figures, which were lower than physical

head counts of CU2 in Phalombe district

in general and the project impact area in

BOCG At nrth

DPT 1/ Pentavalent At 6 weeks of age or larer
DT 2/ Pentavalent Cne month atrer fiest mpecton
DPT 3/ Pentavaler COine month afer 27 mjechion
POLICY (1) Polioy greven at barth

POLICY T At 6 weeks of age or later
POLICY 2 one month atter biest dose
POLICY 3 Ome month after 27 dose
Mlensles Moot before U months

Vitanun A Every & months

particular.

exacerbated by
being a border district

mcreased border use of the vaccines

Consequently, there have
been persistent vaccine shortages, further

by children from Mozambique, Phalombe

& Home made GRS tvpe solunons: made using beabed water, sugare and salt. These are used i the absence of the standan] ORS

7 Cnly children whe had reached the proper age for vaceination were evalusted for each vaccine.

I'.'Iﬂill | -.'n.:l-_ll.'.lll 1l ]{'. |‘|| VT
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Morbidity within the previous 2 weeks: 63.3% of the

62.1% from diarrhea while 48.4% suffered from cough.

Table 15: Morbidity Among CU2 Within the Previous 2 Weeks

Proportion (%) il
Hliness Baseline Evaluation
Fever (malara 53.1 633
Dharrchea 94.3 621
{Comwh A6 48.4

Table 16: Source of Advice or Treatment When the Child Fell Sick

Proportion of Cases
Source of advice or treatment A N
Health centre 34.9 128
Comnmmiy health services (e HRAS) 223 532
Prvate health clunc 13.7 32
Shops or market 0.4 22
Haosputal 3.4 5
Health post or station 1.3 3
Tradinonal healer 1.3 3
TBA IE! 1
Haoly water, church or mosque .4 1

Table 17: Decision Maker About Taking the Child to a Health

Facility

Decision maker Proportion (%) of Cases

Mother and father

ther
Mother

Crrand-mother 2.7

At 0.

Table 18: Signs of Illnesses as Reported by Caretakers of CU2Z —
Evaluation Survey

Signs of child’s illness Praportion responded (%)
High fever 301
Lowoks urrwell/ not playing noemally 2
Not eanng or drnkmg 17.4
Lethargie or ditbienlt w wake up 1.7
Vomuats everything a0

Persistent cryng

Dharrhea

Dithieult breathing (Kubanika 2.4
Fast breathmg {Phuma 1.2
Comvulsions (Lanjring) 1.2
Dot know 0.2
Conghing 0.2

children suffered from fever (malaria),

As Table 15 shows, there were less
children  suffering from  malaria,
diarrhea and cough within the previous
2 weeks at the end of the project than
at bascline.  Malaria 15 transmitted
through mosquito bites while diarrhea
s caused by, among others, drinking
water [rom unprotected sources. The
Health and Nutriion Project 1s H]\'cl_\ to
have  contributed towards this
improvement through promoton of
insecticide  treated nets (ITNs)  and
drilling of boreholes in selected villages
in the impact area. Most children who
fell sick for one or another illness
sought trearment or advice outside the
home.  Approximately, 94.0% sought
treatment outside the home while only
6.0% did not do so.

The most common source of advice or
treatment was health centre (54.9%).
Orthers  included crm‘ununi[} health
services, private  health  clinics and
shops or markers (Table 16).  The
decision about taking the child o a
health facility 15 mostly made by the
mother and father together.  Abou
thirty percent (29.6%0) of respondents
mentioned the father as the decision
maker in terms of raking the child ro a
health facility.  As dllustrated in Table
17

play very lirde role in deciding ro rake

erandmothers and aunts seem 1o

3

the child ro a health facility.

Knowledge of signs of child’s
sickness: The carctakers” ability 1o
know signs of illness among children
under 2 15 very mmportant because 1
will help the carctaker to seek medical

advice or treatment as soon as possible.

Some of the common signs of llnesses

as reported by the caretakers of children under 2 included high fever, lethargy, persistent cryving

and excessive vomiting (Table 18).
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Acute respiratory infections (ARI): About forty

two pereent (41.7%) of the children suffered from

Table 19; Type of Medicine Sought for Coughs Within

the Previous 2 Weeks , i, L .
some kind of cough within the previous 2 wecks.

Type of Proportion (%) ) k= o

medicine Of those who suffered the cough, 66.7% reported

\sparin problems difficulties breathing while the rest did

Panad 20.0 not have any difficalties breathing., The

Bacternm 10.9

Amoxicillin 4 majority (87.9%) of children who suffered cough
o within the 2 weeks prior to the survey sought
i trearment for the cough.  Abour 37.3% of the

children recetved Aspirin for the cough while
20.0%% received paracctamol (Table 19},

Prevalence of Malaria and time lapse to seeking treatment or advice: Due 1o the difficulty in
diagnosing malarta in most rual areas in Malawi, reported high fever in this evaluation was
presumed to be malaria. Within 2 wecks prior to conducting survey, 53.7% of the children
suffered from high fever. As at the time of administering the evaluation survey, 13.0% still had the
fever. Most children who sulfered from fever sought medical assistance (93.1%). Fifty two percent

looked for assistance the same Ll]i_\, 34.7% the next day, while 13.3%0 sought treatment afrer two

days or later (Table 207,

Table 20: Period for Seeking Medical Assistance . -
hild had high Fev Comparatvely, more carerakers ar the end of

project sought medical assistance carlier than at
bascline.  There may be other reasons for this

Same dav

- — outcome but one possible explanation is the Drug
Mext 83.3 3 ) ’ o ) )
Two days later ot 93 Revolving Fund (DRF) inttiative inrroduced by the
Fucee ox awoe days 83 +0 project in the area, which improved accessibility
arer N

and therefore tume lapse before reaching the health
center (which ar the tme may have been the only
source of treatment).

Under the DRE minanve, cach willage has DRE ku

Fanusick -
\I;Iuld.lr :r' \._\-lml'hl CrJl'll]\l‘i-HL'.\% I:Ll.«'@ drugs Iincluding ["I:111.-:1Ll:11',
— - Aspirin, ORS and Tetracycline Eye Oinrment

- (TEO). These drugs which are provided through
E— the DRE were also mentoned by the careraker
— - mothers as having been oiven for treatment for
Don't know 3.5

cough (Table 19) and high fever {Table 21}, As

LTt = findings [rom FGDs with caretakers of under
Injection L children suppgested, the drugs from the DRE were
Non drugs available 07 cheaper than most of the outlets in the project area
and a register of buyers of the DRFE drugs indicated that the community was accessing the service.

[t 15 therefore haghly likely that the DRF stocked drugs which were mentoned in Tables 19 and 21
were bought from the DRE,

2.2.2.3. Challenges and Limitation in Relation to 1R1.2
K11s with L‘umml_ulil_\ h.':ldcl‘.\‘hip revealed some :cpnr'.ldic cases of misuse of DRE funds in

Nambazo Health Center. Although there were efforts 1o recover the funds, such

ncidences could ]NJIL'Illi'.Ill_\ harm the future success of the DRE intitative in the area.

Although all DRE centers in the project area never ran out ol their drug stocks, the

specific modalities of replentshment in case of stocks running out were not commonly
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understood e.g. some DRE volunteers were not sure whether they would l‘c]"lcnish the
DRE from the Health Center or from the Districr Health Office.

The capacity of government Health Centers to credibly manage re-stocking of DRE is
L]Llcmirnl:lh]c given the L-xpru.\:.\:cd dis-satisfacnion  over in:ldu]un[c involvement of

management at the health centers.
2.2.2.4. Lessons Learnt in Relation to IR1.2

Current health messages mostly target women as the primary caretakers. However, there 13
strong evidence that the fathers do plav an important role in deciding whether to seck
assistance (when the child falls 1) through the established health service facilities at
community or area level. Consequently consideration should be made when designing
projects of this nature to include fathers as part of the tarpet for the health messages.

2.2.3. IRL3: Accessibility and Usage of ITNs for Malaria Prevention in CU2,
2.2.3.1. Description of Intermediate Result 1.3 Indicators and Targets

One of the key focus areas of Health and Nutrition Project was to improve accessibility and usage

of insecricide reated nets (IINs) m the area. In addition to health education on usage of I'TNs,
the project established I'T'Ns selling unirs in almost in each village. The units were given “starter-
]\';lCJ\'“ mnr-'tluihr nets, which were sold o Ctuumunil_\ members at ME100 per net. The Units were
designed to operate on revolving fund basis. Impact indicarors for IR1.3 are annexed (Annex 6 —

IPTT). However, impact areas for this intermediate result were as follows:

Proporton (“o)carctakers of CU3 who are able to F-[}uc.‘il\:-.' mu:h.]l_tilrn bites as the way
malaria 15 transmitred to humans

Proporton (70) of CUS who sleep under insecticides treated nets

Proporton (%) of caretakers who have I'TNs

2.2.3.2. Project Achievements in Relation to IR1.3

Transmission and Prevention of Malaria: A muliiple response question was posed on the
I I | I
Table 23: Means of Malaria Prevention as Responded by CU2

Table 22: Causes of Malaria as Reported by

Caretakers of CU2 caretakers in the Project Area

Cause of malaria L, Evaluation
Mosquitoes Malaria prevention method Baseline {%) (%)
Witcherabt 0.7 Use maosquito net T0.7 b5
Stagmant water [ Use treated mosguao net .4 491
Cold 121 Slaghing surrounding arca 6.0 13.2
Dron’t know 1.5 Cleaning stagnant water 7 226
causes ol malaria among the caretakers of [ Home sprayie 1 X
CU2. Table 22 15 a summary of the Recenmng malina preventson 3.4 21
multple-response  analysis  results, This [ Col 14
shows that 93.9% identfied mosquito bites | Cow dung L4

as the cause of malaria, reflecting an | Dovtheow 1.3 !
improvement on the baseline situation. The indicator surpasses the project targer of 80%0 by end

of the project.

Stmilarly, a multiple response question was also used to assess knowledge of caretakers on means
of malaria prevention.  Results in Table 23 show that a larger proporton of respondents at
baseline mentoned “use mosquito nets™ than at the end of the project.  Interestingly, there
appears to be better emphasts on use of treated nets at the end of the project than at baseline.
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This difference is profound because scientific evidence suggests I'INs have been shown to
decrease severe malaria by 45%0 and cur all-canse child mortaluy by 17-63% and for every 1000

[TNs distributed, 5.5 children’s lives are saved.

Forty I'TN distribution points were established through the project. These community-based TN
selling units seem to have contributed to the promotion of TN access and usage in two ways (1)
the I'TNs sold are cheaper than the marker price as quored by grocery shops in the area (i1) being

stattoned within the communit v, members do not incur extra travel costs to buy the materials.

Possession of Mosquito Nets: Sceventy-six percent (75.7%0) of CU2 caretakers had treated
mosquito nets (Table 24). Compared with the baseline situation, this represents a massive project
achievement in improving the access

Table 24: Possession of Treated Mosquito Nets and usage of ITNs. 1t also Surpasses
Do you bave a mosquito Proportion (%) the 50% project target.
net? Baselme Fvaluaton A question asked 1o assess 1if under 2
Ve 192 75.7 children were -AL‘ILL'AI[}' .\:luu[)m;_"' under
No q0.8 243 rreared nlr)HL]Lli[n net, fndings in Table

25 show that majority of children

cither  slept under the net alone, with the mother/caretaker or husband/parmer and

mother/caretaker. Either way, most under 2 children were sleeping under treated mosquito nets.

Table 25: Usage of Treated Mosquito Nets One Day Prior to the However, 22.7% of respr ndents “did
Evuatmn uney _ not use the nets at thar tme”™ because
Wha slept under the mosqudto last night? Proportion (%) - ) o
E— — thev believed there are no MOSQUITOEs
e chuld [ 9% " .
Caretaker and the cluld G52 'LlLlll[l:i_" dl_" SCASOLL, which also
ushand/partner, ther and the chald 414 h:’l]‘]“l-'lll-'ﬁ-l to be the tme rthe survey
Do not sleep under nets thas time of the year 227 was CU!IILILLC| L.'L].. .lhl‘-u l]L‘llL‘f Or

perception  of  caretakers  puts  the
children at risk of being infecred with malaria. Recommendations on use of mosquito net require
that the net be treated with insecticide® ar least every 0 months because pyrethroid, the key
ingredient in the insecticide reduces mosquito’s ability to feed through the net fabric and penetrate
small holes by inhibiting certain behaviors of the mosquito. In general, most caretakers (97.8%0)
dip their mosquito nets in “Mbwesers”. However, about forty eight percent (48.4%) dipped the
mosquito net within the recommended 6 months while 50.7% did so after 6 months while 0.9%
could not remember. The ax :lilnl}i]h_\ ol treatment kirs 1n the area was assessed.  As usual, the
mnitial TN package included mosquito nets and treatment kits. Ar some point dring the project
duration, kits were avatlable from the Health Henrtre, particularly in Mwanga. Since the previous
supply of kits ran our in Chitekesa, no more kits were supplied hence the general communiry and
carctakers were not able to easily access the kits for re-treatment of the nets [or a period of
berween 3 1o 12 months. Some had to buy the kits from Phalombe trading centre, an average of
40 kilometres from the project impact area . A spot check in various shops i Chitekesa also
revealed thar they did not stock rearment kits because they were not markerable 10 the area and
they were largely perceived to be distributed by government health facilives. Although caretakers
might have failed to re-treat the nets for other reasons, it appears that the kits were not readily
available, particularly in Chitckesa. The unavailability of the meatment kits was conlirmed during
K11s with Health Centre personnel and FGDs with caretakers of CUZ,

2.23.3. Challenges and Limitations in Relation to IR1.3

CRS, through the Health and Nurrition Project has contribured towards access and usage of I'TNs

in the project area over the project’s implementation duration. However:

& Correnily, only Pyzethrosd msecncudes ane approved Foruse on 1T

Fmal Evaluanon Repor 24



# Restocking of I'TNs in general and treatment kits proved a challenge that could threaten
project sustainability in these particular areas. As with all ITN selling unirs, most of them
had ran our of the materials for between 3 and 12 months, Cross-examinations with CRS
and CADECOM established that selling units had been advised to bank all funds realized
from the sale of ITN starter pack. They were further advised that CADECOM would
procure I'TNs which would be sold to the community ITN selling units”.  However,
neither CADECOM nor CRS were able to timely procure the I'TNs from Populaton
Services International (PsI because of suppl_\' shurhi;_{c:-: with the company. The I'TN
selling unit committees were not informed of the procurement problems CRS and
CADECOAM were facing, thus prompting second-guesses.

# Despite the insistence on maintaining more than one signatory to the I'TN funds accounr,
there were rcpurlcd spnr;idic mi.-:111:—1[1;1;1;L'171L'111 the ITN funds 1)).' an TN volunteer in
Nambazo Health Center (Mumbuwa \'ill;lgc).

2.2.3.4. Lessons Learnt in Relation to IR1.3

The tdea to have CRS and CADECOM help with procurement of the I'TNs on behall of
the selling units is good as it helps in ensuring that those responsible for purchase of the
I'TN at the I'IN selling units do not get duped by unscrupulous businessmen. It 1s
understood that as the project ends, the I'TNs will be procured by the DHO on behalf of
the selling units. However, given that the major procurement challenge was the inability of
the sole supplier (PSI) to meet the order demands, ir is anticipared that these problems will
continue, even if the DHO will handle the procurement, unless other long-rerm alternative
solutions to current problems are identified and implemented.

Scarcity of re-treatment kits has been crucially evident m the project area. With DRE
already in place and stocking basic drugs, consideration should be made to include the re-
treatment kits as part of the DRE list of essennal drugs.,

OTTN selloyg nnits would bank funds realized from the sabe of TTN strter packs.

Fmal Fvaluanon Report 25



2.24. IR1.4: Potable Water Supply
2.2.4.1. Brief Description of Intermediate Result 1.4 Indicators and Targets

Water and sanitation  activities under the no-cost extension were included  following a
recommendation during the DAP final evaluation, which was carried out in 2004, During the
evaluation, it was observed that water and sanitation activities were planned in the original DAP
but due 1o other L{t\'t_'lt]pﬂll.‘ll[.‘-l at thar tme the activities were Ll]_‘t]]'!]'!l_'[_l. Hnwcvcr, the need for
safe water and good sanitation stll remained. Thus, the no-cost extension included water and
sanitation component aimed at reducing morbidity and mortality among CUS resulting from the
lack of access to safe water, poor hvglene and sanitation practices.

The intermediate results of the no-cost waster and sanitation introduction were (1) improved water
sources in selected communities and (1) inerease potable water supply by providing 6 new water
sources and rehabilitating 9 non-functional sources. Impact indicators for IRL4 are annexed
(Annex 6 — IPTT). However, impact areas [or this intermediate result were as follows:

2.2.4.2. Project Achievements in relation to IR1.4
Among others, this section endeavors to assess the prevailing water sttuation in the impact area

rather than being assessment of project achievement in relation to potable water supply because,
due to other reasons, drilling of 6 boreholes in the area had just been completed and therefore

impact could not be caprured under the this evaluation,

Table 26: Sources of Drinking Water During Rainy Season Water sowurces: Table 26 shows the
Proportion (%) :

_ / (% various sources of warer during the rainy

Rainy Diry o B | | of ' L

Water Source Seds0il Sei0n E'LA:"[_]H' y the end ot the plt_{““’

Protected well — public well 77.3 EELL TG Were L{l’}l\\-'lll;_’,' water [rom

Paped water — public tap 17.3 16.0 protected public wells during the rainy

Surface water — :-"|m||u_-"'m':-l.-":-'m';un 17.3 14.3 ) § l l 75 0%, Ir . ]_ -

Water from open well — public well 13.3 11.7 season whtle /a0 ‘%\ ere drawing from

Protected well - dwelling vard /plot 5.3 4.7 the same source durulg the dl‘_\' SCASON

Raimwnres — L — (Table 206). For the purposes of this
Piped weater —dwelling /vard /plot 1.7 (1.7 : .0

Warer from open well - dwelling, Svard /plot 1.0} (.3 evaluation pot able waler SOUrces

Surface water — pond/lake/ dam 0.7 0.3 included protected pul)lic wells, I‘Jipcd

water f]\Lll]llC raps), protected wells {:d\\'cﬂing,-"'_\'nrd_a"']'!lcJ[:l and piped warer {Ll\\'c“ing,f'_'."cll‘rJ,f"p]c:1}
while unprotected sources included rain water, surface water (spring, river or streamy) and water
from open public wells. Due to the way the multiple queston was asked for this purpose, it has
not been pu.-:.-iﬂ)lc to establish ]'!]_‘t]pl:ll.'[i[)['l of the pupul;ui:m with access to [‘}[;1;lhlc water, The
results in Table 26 reflect proportion of sample population access to particular types of potable
and non-potable water sources.  However, the general rend that crmerges 15 thai m:iitlri1_\ of
houscholds have access to potable water both during rainy and dry season.  Carerakers who
participated in FGDs testified that thev had a better access to potable water by the end of the
project as compared to the pre-project period. Particularly disturbing stories in the quest for water
related to carly 1990% when there were mud slides that washed an entire community in Phalombe,
including washing down and burving down of dead bodies down some of the river streams that
pass through the impact area and vet the community had to continue to draw water from the same
rivers for there were no alternaives. While access to potable water has greatly improved, FGDs
with caretakers indicated that there were inadequate porable warer sources in most of the villages

i1 the impact area. Due to the inadequate potable water sources, women have to go to the nearby
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: 1
villages™

"o draw potable warer. In certain cases, they have to wake up very early in the morning

in order to be among the first in the queue to draw water.

Water bygiene: In terms of water hygiene in the home, 79.0% of caretakers kept the water
covered while the rest just left it uncovered. However, rull_\ 34.1% use the recommended 2-cup

Table 27: Drawing of Drinking Water in the Home

How do you draw water in the bome?

Proportion (%

smgle cup bor dippang only and another for

Table 28; Condition of

dnnkng 341
Sangle cup Eor dippang amd donking 58.5
Any avalable contamer 7.1

s Ol cuerent use but

Condition of pit latrine E:

55.1

srns of current use and
clean 37.5
Mot eurrently wsed .Y
Could not observe (L5

system where one cup for dipping only and the
other one for drinking.  Owver half (58.8%0) use
single cup for drinking while 7.1% use any

available container.

Access and wsage of pit latrines:  The
proportion of houscholds owning a pit latrine

has remamned constant over the duranon of

20

project, with 75.3%0 of houscholds owning a pit

latrine at baseline compared to 74.6% owning
the toilets at the end of the project.  However,
usage of the toilets seems 1o be a problem as
evidenced by 55.1% whose toilets were generally

in dirty conditon (Table 28).

In this case, in spite of ownership of a toilet

i?u.‘ilﬁ_\, the houscholds whose pi1 latines were in bad condidon stood a risk of contracting

relevant waterborne diseases and other sicknesses.

‘Table 29: Means of Disposing Child’s Stool

Disposal means

Evalnation

Tleromn m toalet Tatrne

(i
A

i

away

Buried i yard 7.5
Thrown i mublnsh 3.
Mot disposed of /lett on the ground 4.1
Wash the napkin i water and throw the water

7.5

Child’s stool disposal practices: The mosi

common stool disposal practice was “throwing

the stool i the totlet™ (Table 297,

from disposal of stool by
(7.5 the of

“throwing in rubbish”, “left on the ground™ and

However, apart
burving m  vard %), practices

washing napkin in water and throwing the water

away are health hazards.

Hand washing practices: A question was asked to assess caretakers” knowledge in hand washing
practices. Only 18.8% of houscholds had a special hand washing place. However, only 10.0%0 of
the special hand washing places had soap while the majority had washing basin only (Table 30).
Hand washing (with soap) i1s one of the recommended sanitary practices. Hand washing with soap

Table 30: Things Found at Special Washing Place

Proportion
Things found at special washing place %)
W ater o 20
Vs 18.0
W asilisag daasin 261}

10 Seme villages have more boreholes than athers

I'-'Iﬂill | ..'I\ZI...II.'.|II " ]'\‘.'. |\l T

13 more effective in reduction of diseases causing
micro-organisms than just washing hands.



Table 31: When do you wash your

When do you wash your bands with
soaps

ands with soap?

Proportion (%)

Abter visstmg the todet G110
Atter attendmyg to chdd’s teces 40,8
MNever 22.6
Betore food proparanon 19.5
Before feeding the child 12.5
Abter work 5.2

Betore eatmng

The
washed hands with soap was immediatelv afrer
visiting the toiler {Table 31).

most common  nme  when  caretakers

In general, there
appears to be low pracuce of hand washing
with soap in the area, probably due 1o “lack of
soap” as noted from the small proportion with
The
other explanation could be poverty related and

soap at the special hand washing place.

therefore, soap may be wviewed as a pricey
commaodity.

In general, most houscholds in the area were accustomed to using soap [or bathing and washing

Garbage disposal mechanism

Rubbash pule

Rubbsh pat

Indscrmumate (de 15.4
Burmg T.R
Lompost manure 5.8

clothes rather than using it for washing hands
only, unless the hands were so dirty or they had
touched some sticky stufl that would only be
cleanced by hand washing with soap.

Garbage disposal practices: The most
common garbage disposal mechanism in the
project area is rubbish pile (Table 32)

2.2.4.3. Challenges and Limitations in Relation to IR1.4

Although water supply was not as extensive as other components, water stll rematned a
priority in the area. It s anticipated however, that the COMWASH Project currently being
mimplemented in the project area will address this gap.
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2.3. CONSULTANTS OBSERVATIONS AND KEY ISSUES

The [ollowing observations or points of reflection are shared with great humility and awareness of
our own limiatons. Even though we had extensive consultations and conrributions by key
stakeholder representatives, in this project evaluaton, we recognize thar the limited exposure 1o
the data and project (though intensive) does not suddenly make us “experts”™ on the project
challenges and possible solutions. It 1s inevirable that there w ill be some gaps to our understanding
of the explananions behind the project successes and challenges. However, we sincerely believe
that sharing our thoughts can contribute perspectives thar may sumulare further critical ana ysis
and 1)111,1LIL11 CRS and key project stakeholders” collective wisdom as they consider furure steps, it
response 1o the lessons learned through this experience. Some of our key observations during 1hc
final evaluation mn relation to the Health and Nurrition Project were:

7 Community Integrated Management of Childhood Illnesses (C-IMCI): C-IMCI was
successful i mcorporating volunteers and other relevant community-based organizations
(CBOs).  However, the C-IMCL left our Health Center personnel and rraditional
leadership.  Health Center management expressed the challenge they faced in having 1o
supervise and work effecnv LJ.\ with the team that was responsible for 1LTII'JIL‘11'1L‘11111131_‘ the C-
IMCI ar commumity level. They were not fullv knowledgeable in C-INCI, 1t being a
relativelv new  concept. [11 terms  of  local community  leadership, [1'lt_ current
decentralization structure 1s not clear on the role of chiels n development in relation to
the other pluralistic decision making structures such as VDCs and the VIHCs. The C-INMCI
left our chiefs in 1ts design and therefore they were not adequately equipped or empowered
with respect to their specilic role in relaton to the project. One wadinonal leader
contended, “How do we supervise volunteers on best practices when in the first place were never involved
i the orientation process g0 that we wonld be umm"pm’ wh" the nec el £ ﬁrw/*rff g m‘ the project and this
be able to wotice malpractices?.  1t's just ot J.-?r).\lﬂzh " The lllethl.»l[L 111\(11\LI’.'11L[1[ of health
centre personnel and rradinonal leadership in the fundamental project design as well as
melusion in some of the key capacity-building rraining programs, was a serious omission as
this could pose a sertous threar 1o the effectve conunuity and sustainability of key
activities bevond the project tenure.

The project implementation structure i Mwanga health cearer left our the Parish
CADECOM Commuittee. Being closer to the community, CADECOM Phalombe field
office Lnight have benefited from involvement of the committee.

Caretaker Illiteracy and Growth Monitoring: Findings from this evaluanon have
shown that that most ;_J;].‘U\\.'[h 11‘1(1111[t:1.‘i11g attendants were li[t.'l‘:i[t.‘., pl‘wh'.-lt)l_\' because 1h¢:_\'
understand the importance of growth monitoring,  For future similar projects in the area,
an inclusive H11(11L(L|\ 1o LthbuitLb encourage participation of the illiterate caretakers in
growth monitoring would be desir able.

Health Center Capacity: capacities at all health centers in the project area were heavily
undermined by shortage of stafl and ansfers. Stall turn-over undernuned continuity
becanse replacements were often not sensitized and as a result appeared to lack
commitment, understanding and appreciation of the project.  This was evident in
Chirekesa and Nambazo health centers.

Improved clanty and shared understanding of mstratonal roles and accountabilities
among the partners within the Catholic structures, could improve the general project
performance and sustainability, in light of some overlapping roles (e.g. CADECONM,
Diocese, CRS, Episcopal Conference of Malawi (ECA) Health Comnussion, Parish, erc.).
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2.4,

Some inconsistencies around expectations of each others roles were picked up during the
evaluation. If not addressed these could fester and undermine the collaborative potential,
which 1s one of the greatest assets the system. The role ambignites may also generate
meongraent expectations regarding communication channels.

[nadequate Performance Management as well as M&LE systems were compounded with
poor capacity at CADECOAM Blantyre office level. This observation is based on the qualiry
of the reports produced by the office for the joint quarterly review meetings. It 1s
understood that part of the partnership obligations include capacity building. There was no
clear evidence that capacity gaps were lLlelLlLd prioritized and planned for. Unless
deliberate steps are taken this may remained largely an expression of interest within the
partnership.

Cash  flow  problems affected  implementation  and  effectively  reduced  project
implementation period to 4 months

The CRS/CADECONM [3:11‘1[1(:1‘:-=hip agreement {in relatnon to the no-cost L‘.\[L'l'l':?iU['l; Sig[lcd
m October 2004 ok too long 1o conclude.  Pracucally, work started January 2005,
Although formally, the Bishop is the custodian of each CADECOM project, there may be
a gap between that role and capacity to single-handedly provide leadership support and
accountability to project management. It 1s understood that solutions to this gap are being
explored through the possible establishment of boards with a diverse representation of
skills needed at policy and strategic direction level

[t 15 understood thar the project would be handed over to DHO), specifically, the Maternal
and Child Health Coordinator (MCHC). However, key informant interviews showed that
he was not guite aware of the project set-up and specific roles after the CRS-funded
period.

Completnon of some of the DAP and conunuance of the health component on 1ts own
(during the no-cost exrension) without support of the safery nets component (which
orginally complemented strategies for addressing mulnutrinon amoung children), as this
part of the project had been complered, was not viewed positively by the communirty.

Project Relevance

Owerall, the Health and Nurttition Project was highly relevant and largely addressed the
nutrition needs of the children. The project also met 1ts portable water provision targets,
The evaluation established that the need for portable water was higher than whar was
provided for through the project. FGDs and Klls conducted in the area established that
the need f[or safe water stll remained a top prlnrilj.'. However, in tht of current
COMWASIH project activities the portable warer provision gaps may be reduced.

From the community view point, there 1s good community project ownership and the will
to sustain the project. Findings from FGDs with caretakers and Klls showed thar the
community viewed the project positively because it was addressing relevant child health

1ssues
Project Sustainability

Owerall, the community should be able to sustain the project activities because they have
witnessed and emjoved direct benefits. Despite other project challenges expertenced and
reported elsewhere in this document, there was high commitment and resolve among
community members to sustain the growth monitoring, Drug Revolving Fund, TTN and
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2.6.

2.7,

applicanon of health educanon. However, the inadequate involvement and consideration
ol relevant health cenrers and traditional lL".-ldcl':-tl\.ip, Cuuplcd with rL':41uC]\'_111g L.‘h'.-llll.:ngc.n'
(particularly in terms of I'IT™Ns and possibly DREF) may alfect volunteer morale and
subsequently, contnury of the project activities.

On several occasions when the project was experiencing cash flow problems and project
stafl could not go 1o the area to supervise project activities for (in cerrain case, up to three
months), activities contnued to run reasonably well. Although future sustainability may
not be assessed on this 1)1-1515, this 15 a guud indicator of the Ct]ll'lll'lLl[1i.1_\ pmcn[i;il 10 sustain
the project.

The current on-going hunger in the country in general and in Phalombe 1 particular 1
likely 1o offser the mprovement in nurritional status of the children and dilute project
impact and furure sustamnability,

The Office of the Maternal and Child Health (MCH) Coordinator sounded committed to
take over follow-up and supervision ol the project alter CRS-funded period. Specifically,
the 10 was reported by the MCH Coordinator thart the distrier’s Malaria Coordinator would
work with the community in sourcing mosquito nets.  However, the office 15 poorly
resourced to the extent that Illc_*.' were not able to conduct thetr own routine work, 1t 13
therefore unlikely that this role would be carried our efficienty.

Project Staffing

The Health and Nutrition Project experienced high staff-rurn-over ar Health Coordinaror
level Within the space of 2 vears (since 2003), there were four changes in stalfing at that
lL'\'L'l.

Baseline Data Problems

The success of this final evaluation has been partially affected by lack of a properly
established baseline situation due to problematic baseline data that was collected bur was
never analvzed ar that nme reportedly because services with the concerned consultant were
prematurely discontinued. When [oCh was requested to carry out the analy sis'!, 1t was
evident thar the baseline data was problemance. A clear lesson learnt here 1s that while pre-
mature discontinuation of services as carried out in this case might have been necessary,
there has to be proper mechanisms to prevent disruptions.

Judging by the questons in the baseline, quite a number of them seemed rrelevant

towards  establishing the baseline siuation 1n line with project process and 1mpact
indicators.  Stating the obvious, data costs money to collect and therefore only relevant
data should be collected.

11 T produce analpe tables cnly, without narmive
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ANNEXES

Annex 1: Specific Roles and Responsibilities for the Core Team

1

Consultant

In collaboration with CRS Malawi and the partner (including the evaluation ream), the consultant
will underrake the following:

Fmal Fvaluaion Repost

®  Give regular feedback to CRS Malawi on progress.

*  Conduet literature and secondary data review of relevant documents.

*  Provide training marterials for the evaluation ream.

®*  Pacilitate an orentaton for the evaluation team.

*  Provide the finalized data collectuon tools before dara collection begins.

®  Oversee minal dara collection process to ensure effective management of data collection
by evaluation team.

*  Analvze data and produce draft report on fndings.
* Incorporate comments from CRS Malawi on the draft report.

" Produce final report.

Catholic Relief Services Malawi

= Select and hire a consultant(s) to carry out the final evaluaton.

" Guide and manage consultant in all aspects of thetr work, BEnsure that ourputs from the
consultant are completed mn a satisfactory and nmely manner.

®  Provide access to all project files and dara relevant to achieving the evaluation objectives.

= Provide lugimical suUpport for the evaluation team to be able to access the communities and
dara collection sites.
“ This will include devising a imeline for the evaluation and making time, staff] and
resources avatlable.
" This will also include ensuring thart all “community protocols™ are followed before
dara collection begins,
®  Devise a budger for the evaluation and manage financial expenditures.

Blantyre CADECOM

*  Provide access to all project files and dara relevant to achieving the evaluation objectives.
®  Participate in the gathering of extsting information.
*  Provide comments on the draft evaluation report before it is finalized.

®*  Inform all stakeholders about the results of the final evaluation.

ad
ad



4. Deliverables

The consultant was expected to deliver the following:

Perform background research.

Document detailed evaluation twols in collaboration with evaluation ream and submit 1o
CRS.

Perform and lead data collection in collaboration with evaluation team.

(.:[Jl'l'lp_lh: evaluanion results and submit to CRS cleaned dara files.

Present evaluation fndings to CRS and Blantyre CADBECOM ar project review meeting.
Document lessons learned and recommendations for next steps.

Submit final evaluation report (hard copy and electronic in English) to CRS per agreed
upon Table of Contents and report structure.
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Annex 2: List of Selected Villages and Sample Sizes- 30-Cluster KPC Survey Methodology

Area Number of CU2 Sample size CU2
Chitekesa Health Centre
I. Zadwaza 8 10
2. Bonal 18 101
3. Chirekesa 150 10
L Nkomera o 10
5. A’mala 36 10
0. Sekakhomo 25 10
7. Namatikha 105 10
8. Nankhonya 25 101
9. Dzanjo 134 10
10. Nayuma 20 10
SUB-TOTAL - 100
Mwanga Health Centre
. Mumbuwa 32 14
2. Paulo ] § {
3. Mwambent 11 101
I Komihera 14 101
5. Ndundunya II 67 10
0. Maluwa 2008 101
7. selenje 25 10
8. Ndungunya | 66 10
9. Mulomba 24 10
10, Khancha 37 10
SUB-TOTAL - 100
Nambazo Health Centre
l. Kamwlozwe 30 16l
2. Namukalo 25 14
3. Godize 22 10
L. Nahipa 25 10
5. Phelere 10 10
0. Godo 51 16l
7. Nachopwa 14 1()
8. Chimbalanga 143 10
9. Henere 32 10
10, Brzrweks 10 111
SUB-TOTAL - 100
TOTAL 300
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Annex 3: Names of people consulted

Focus Group Discussions with CU2 Mothers (High project success—Mwanga Health

Focus Group Discussions with CU2 Mothers (Moderate project success—Nambazo Health

Center)

1. Farsanao Molfat
2. Chrisste Edward
3. Veronica Magombo
4. Avesu Yusumani
5. Harrier Chiways
6. Janet Misova

7. Rinnie Masamba
8. Belita Nang’oma
9. Theresa Chivembekezo
10, Elida Guluni

11. Rosina Moses

12, Estere Yohane

13, Fanny Kayenda
14, Anne Maloya
Center)

I Lydia Manyowa

2. Felista Mukuna

3. Theresa Amos

4. Gladys Mlatho

5. Agnes Molande

[ l";lgcsi (Chint hLulg:—l

Focus Group Discussions with CU2 Mothers (Minimal project success—Chitekesa Health

Edirth Namalima

Center)

1. Esrere Khanincha
2. Jovee Kamphepo
3. Agnes Masautso
4. Mary Misoya

5. Fanny Mapanga
6. Mary Mukhuna

7. Hsrere Labani

8. Agnes Lihonga
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Mulombwa Village
Mulombwa Village
Ndungunya 11 Village
Ndungunya 11 Village
Ndungunya 11 Village
Mulombwa Village
Mulombwa Village
Maluwa Village
Mulombwa Village
Maluwa Village
Maluwa Village
Maluwwa Village
Mulombwa Village
Mulombwa Village

Namikalo Village
Namikalo Village
Godo Village
Katolozwe Village
Nahipa Village
Nahipa Village

Namikalo Village

Zadwaza Village
Tsekakhomo Village
Chirekesa Village
Chirekesa Village
Namatkha Village
Zadwaza Village
Tsckakhomo Village

Namarika \"Lll'(lgc



9. Mary Bandawe

10, Magaret I‘{:ipim

Bona \'iﬂ:-lgc

Bona \'ill'.-l‘}_:c

Key Informant Interviews (High project success held at Mlombwa Village)

1. Liston Kambenje

2. Catherine Zuze

3. Kaunda Clhimbalanga
4. Nixon Misova

5. Masautso Chape ila

Growth Monitoring Volunteer

Growth Monitoring Volunteer

I'TN Volunteer

Village Health Committee (VHC) Volunteer

DEF Volunteer

Focus Group Discussions with volunteers held at Ndungunya 11

1. Enelest Nandolo
2. Merey Chiwaya
3. Awsun Mpava

4. Ben Yekha

5. Rose Phonyvan
6. Panny Faifi

Cecilia Gawani

GMY

DREF Committee Member

VHC Volunteer

DRE Distributor

Life Commurtee Member (Safety Nets)
Life Commurtee Member (Saferv Nets)

Life Committee Member {Safety Nets)

Focus Group Discussions with volunteers (Moderate project success—Nambazo Health
Center) held at Katolozwe

1. Kambont Godo

2. Alice Chiwaya

3. Eliza Kapwiti

4. V.H. Katolozwe

5. Emma Makholo

6. Getrude Chilombo
7. Fanny Mlakala

8. Rose Chilombo

9. Fanny Chidima

10. Bertha Malkalaundi
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I'TN Volunteer, Godo Village

I'TN Volunteer, Katolozwe Village
VHC Chairperson, Katolozwe Village
VH, Katolozwe Village

GMY, Katolozwe Village

GMY, Godo Village

GMV, Katolozwe Village

DREY — Treasurer Katolozwe Village
GMV, Katolozwe Village

DRFV —Katolozwe \'ﬂl:-lgt
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Focus Group Discussions with volunteers (Minimal project success—Chitekesa Health
Center) held at GVH Bona |

1. John Madziakatenga - VHC Treasurer, Chirekesa village
2. John Malemba — VHC Chair, Chitekesa Village

3. Martin Kambwirt — VHC Commitree Member, Chitekesa, Village
4. Noah Clement — I'TN Volunteer, Chitekesa Village
5. Loveness Makupere — GMV, Bona 11 Village

6. Chrissie Chiwanda — GMV, Chitekesa Village

7. Marv Master — DRFE, Bona 1I Village

8. Pilirani Chikwesele — GMV, Bona I Village

9. Fanny Chikhosa — VHC Chair, Bona 1 Village

10, Chrissie Mangulama - GMV, Bona 11 Village

11, Jessie Khoma — VHC Treasurer, Bona 1 Village
12, Maxwell Salima VHC Treasurer, Bona 1 Village

Mwanga Health Center

1. Sister Kamalo — [n-Charge, Mwanga Health Center
2. Aaron Kadzuwa — Senior HSA, Mwanga Health Center
3. Yamikani Chinvanga — Medical Assistant, Chitekesa Health Center

Key Informant Interview with Nambazo Health Center personnel

1. L. Kalawire Nurse Technician (In-charge)
2. Myson Kameta Sentor HSA
3. Fanny Nantharo Sentor Earolled Nurse

Traditional Leadership

1. TA Chiwalo

Mwanga Health Center Parish Committee

1. Montfort Makamu Secretary, Church Council and Viee Secretary of Parish
Council

2. Josephy Nyimbiri I Chairperson of Church Council and Vice Chairperson of
Parish Council

3. Francis Mandawala — Viee Secretary of Church Council and Chairperson of Parish
Executive of CADECOM

MCH Coordinator’s Office

1. James Beni Phalombe Distriet Marernal and Child Health Coordinaror

Phalombe Assembly DPD’s Office

1. Obed Mwalughali UNV Planner (in place of DPD who was attending a funeral)
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Phalombe CADECOM Office

I. Rosemary Mperwa — Health Coordinator
2. Pairicia Kamba Chirombo IEC officer

Blantyre CADECOM Office

1. Francis Ugent — Finance and Administration Officer
2. Siveria Ndala — Programs Coordinator
3. Norah Kamba Diocesan CADBECONN Secretary

ECM Offices

1. Carstens Mulume CADECOM Natonal Secretary
2. Melia Mgawa Zulu FOCM Health Commission National Secretary

Lilongwe CRS Office

I, Kwame Msapato — Child Survival Project OMTicer

2. Kathryn Lockwood Health and Nutrition Program Manager

Participants to Dissemination Meeting conducted on 29™ November 2005 at Superior
Hotel in Blantyre

1. Martin Mrika - Depury Head of Programming, Lilongwe CRS Office

2. Rathryn Lockwood Health and Nutritton Program Manager, Lilongwe CRS
Office

3. Rwame Msapato Lilongwe CRS Office

4. Norah Kamba — Diocesan CADECONM Secretary, Blantyre CADECOM

5. Steveria Ndala — Blantyre CADECOM Office

6. Fidelis i Blantyre CADEOM Office

7. Raphael Piringu i DHO Phalombe

8. MCH Coordinaror - Phalombe

9. Patricia Chirombo - formerly of Phalombe CADECOM Office

10, Sam Matemba — facilitators of Change interventions (foC)

11, Alfred Dzilankholant — [actlitators t:t'(.'h';ln;_{t.' interventions I':ﬂr(:.l:]
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Annex 4: Evaluation Objectives and Key questions

Key questions will be finalized in a participative manner by the core team at the beginning of the

evaluation. The following 1s a list of potential key questions related to the evaluation objectives:

Objective 1: Measure the achicvement of project goals and objectives (impact)

To what Llc;_{l‘tt have the ]'!L‘nicm Hll‘;i[cgl:_‘ ()])jL‘C[i\'L‘H and L'_\;pcmtd outpurs been metr
Why or why notr

Were indicators realistic and relevant?

What has been the value added of integration at the community level?

Where the objectives realistic and relevant to priority needs of the rarger populatdon?

What have been the unintended positive and negative effects of projectr

Objective 2: Draw out the major lessons learned

What limitations and hindrances have been encounteredr
Have basic assumptions and potential for solutions changed since project formulationr
Have S[r:itt.';_{ic:i been zlp]\rupl'm{n.'l_\ dL'Sig[lcd and l.:fL'L'Cti\'c.'l_\' carried outr

How have inital strategies been adapred given changing situations:

Objective 3:  Determine how well needs of different groups (divided by gender, age, socio-

CCONOMIC .-:1;1[1_1.-:} have been met h_\ the ]'!L‘tJiL'm

Has the project responded to the felt needs of the participants?

Did the project reach the intended target groups?

Did the targer groups effectively take part in the projectr How?
Which group(s) most benelited rom the projectr How?

What have been the factors that have hindered participation?

Has CRS' institution building efforts with its partners been effectiver

Were any local ad VOCACH tssues identified or acted upon over the course of the I 1;_1;1::11‘11?

Objective 4: Determine the effectiveness of project organization and processes

Have the actvities and methodology been effective in artaining project strategic objectives
both in quantitative and qualitative terms?

Is the resource mput reasonable in relation to results (cost-benefir)?

Has the project management and organizational structure been effective in carrving out the
projects

Are the interventons and activities appre m]n‘imc in terms of cost and gi\'cn the local
conditions {socio-cconomic and environmental)?

Have the community organization efforts been appropriate, effective and are they
sustainabler?

Has CRS adequately networked with other institutions and organizations in order to ensure
meeting project objectives?

Has the project's M& system collected appropriare, timely and accurate mformanonr
Has that informanion been used for project decision-makingy

Objective 5: Project the level of project sustainability
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e What processes/activities will most likely continue after project closure?

e Are there follow-on activities that should be funded after this project closes?

o Whar processes/activities will most likely cease alter project closure?

e What are the constraints to increased viability and local control and continuation of
(activities, approaches) post-project?

Objective 6: Assess the accuracy of the child survival technical mputs

o Were the implemented activities appropriate for the needs of the rargered area in regards
to child survivalr

e  [Have the inputs of the project significandy contributed to the improved health of CUS5
within the rargered area?

e [Have the mputs of the project effectively improved the health of CUS within the targeted
arear
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Annex 5: Field Activity Scheduling DAP- No-Cost Extension EOP Evaluation (Health &
Nutrition)
DATE MORNING AFTERNOON

Sep 11tk

Leave Lilongwe tor Phalombe

Arrve Phalombe

Meeting with CADBECOM project
personnel — explam process,
involvement of stakeholders etc.

(18.00 - 19.00)

Sep 12t

Lead Consulrant asststng with enumeraror sertling
down, mcluding ininal supervision e, measurements
KIT — Local leaders, VHC s

Structured questie mnnaire

CHITEKESA HC villages

data collection in

Community FGD in CHITEKESA
HC (14.00 — 16.00)

structured questonnatre dara
collection m CHITHRESA TIC
villages

I with CRE/CADECOM project
personnel (Evening 17.00 - 19.00)

Sep 13tk

FGD in CHITEKESA HC — mothers and caretakers
(08.00 = 10.00)

Key Informant Interviews with CHITERESA THealth

Centre personnel @ 7000 — 1200 HRS

Completion of structured questtonnaire data collection

n CHITEKESA HC villages

AT warth VETCs

FI1 with JERERIN th monit ring
volunteers (GMV) in CHITEKESA
HC arca project villages

K11

volunteers

with  orowth

(GMV)  in
HC area p]'nit-t'r v l]]n;:'\{'.a'

MONITOrg

MWANGA

structured questonnatre data

collection in MWANGA HC villages

Sep 14tk

Communiry FGDs i MWANGA HC (08.00 - 10.00)

Structured UES IO dara collection i MWANGA
HC willages

I — DPLD, Parish Commirtees

FGD in MWANGA HC — mothers
and carerakers (14.00 = 16.00)

Fev mtormant mrerviews wirh
MWANGA Health Centre

personnel

structured questonnatre dara

collection i MWANGA HC willages

Sep 15m

FGDs in NAMBAZO HC (08.00 - 10.00)
KT with DO

Structured L|l||.--ar1um‘1.|i1'{' data collection in

NAMBAZO villapes

FGD in NAMBAZO HC — mothers
and carerakers (14.00 - 16.00)

structured questonnatre dara
collection i NAMBAZO HC

villages

Sep 1otk

ey Intormant Interviews with MWANGA Health

Centre personnel

KIT with growth montroring volunteers

NAMBAZO HC arca project villages

GMY) 1

Key Informant Interviews

Sep 170

Leave Phalombe for Lilongwe
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Annex 6: Annex Revised IPT'T for 8O3 (Health and Nutrition) Activities

LOA %
Indicatori2 Baseline LOAB Tarzet LOA Achieved {Achieved vs,

Farget)

SO3. Indicator 3.1, " mothers with

CL2 whe have been to growth -

. 33,30 80" 3901 740
monioring conststently n the last four
months
SO3 Indicator 3.2, "% of GMVs whe
recognize bilateral edema and w TBI B0 TBED
as severe malnutriion
S03 Indicator 3.3, "o of mothers with
CUZ2 who when referred by GMVY gooto 45" 15" 55.9%, 373%0

health centre

S03 Indicaror 3.4, "o of carctakers
who stve more than wsoal Dods woa 33" GO LN 117%%
CUS a0 they are

SO3. Indicator 3.5. " of carciakers

who give more than usual [ood 10 a ol 15%0 12,00 954
child 6-39 months old 1f they are
SO3 Indicator 3.6. "o of carctakers
who cive more than vsual breast mulk 45" Gl THID
toa C1 e ll
SO3 Indicator 3.7, 0 of carctakers _
with CLI5 W ho are able o specily S [0 93.9%, 1175
mosguito bites as the way malasa s
ransmitted to humans
SO3 Indicator 3.8, "0 of CUS whe - . -
. P S Fis Mt 261"
sleep under TTNs
SO3. Indicator 3.9, "0 of carciakers ) _ — _
R 18%% S 5.7 151"
who have T'INs
SO3 Indicator 3.10. "0 raroet
population with access to potable water 6.7% 33% Naot measured
for drinking
SO3 Indicator 311, o warer facilines
with established management system 3 3 Not measured

bemg used

12 Indicators for SO3 were not in the original DAP but were developed soon after the KPC was conducted in 2003 with technical assistance from CRS Headquarters,
CRSMalawi and consultative meetings with CADECOM and Ministry of Health and Population.

13 LOA is from April 2004 to September 2003,
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Annex 7: Sample of Questionnaire Used for the Evaluation Survey

DAP No-Cost Extension (Health & Nutrition Component)= Final Evaluation Survey 2005

Knowledge, Practice, Coverage

[ Jstict (1 [SIRIES
I'radinonal Aurhonty (name): CODE:
Lo up Village Headman (name):

age NAme CODE:
Questionnure Number

] 13 A8 | b Y N Y

Date of mrerview _
Enumerator {name ) CODE:

To be completed after interview bas been done

Supervisor (name): Survey reviewed: Y N

Dara entry clegk

Darte of dara ¢

Informed Consent:

1 the health sta

CADECOM. We are conducting a survey

-

of cheldren under 24 months old. Twould lke 1o ask vou saome question about your chuld as part of the evaluanon of

ssess the achievements and ch

CADECOM to

» plan health mrervennons in the furure.

['he results from the evaluan

af the P WECT W

gh and rake the heighr

which has been im r the |

I provide will be rreared confidentally. ¢ abour 45 minutes and ar the end 1 shall wes,

of the child.

I hope vou will accept to respond to the interview ques

At thias e, doovow want o ask me anyrhing abour the survey?

B IMPORTANT NOTE TO ENUMERATOR: Please sei consent BEFORE vou start filhng i the guestonnaire

Consent granted 00. %o
NI E or;

01 Wes
01. Named of mother or care ver
0z, e of mother m years:
03, Name of youngest child <24 months:
04, Sex of Ch 00. |.n:||r

0L female

05 [are of Berth:
06. Yo i months:

RESPONDENTS BACKGROUND CHARACTERISTICS

00, Mo
07 p 1 . . §
07. (15 the respondent the maoth ms chald?) 0L Ves
0. MNone

Pramary
03, Heco l|.'.|_-.
04,

0. 02.

Whar was the h vel you artamedr)




09,

01
02
96

(Does

|'I| MSC .".-'1|\|!'_

(Mame) biological father live i thas

No
\ll.-\

Don't Know

010,

01,
02,
af the home to carn money? | 03,
04,
05.
06.
07.
6.

(o vou work outss

L[

OUSIAC Work

Handcraft

pheeper) Vendor

Servant House-w

:'I'l-\.\':

Salaried worker

het (sp

011,

01.
02.
03.
04,
05.

(Who takes care of [ VO At

fromm home?)

T

er (resp ndent)

Husband

Older children

Other relanives (speafy)

L'I\I
n

NUTSOTY

thbaors

I"I'I\"I]'\ll\

school

96. Cither specify)

MODULE A: ACCESS TO WATER AND SANITARY PRACTICE

012,

Vada akumw

a banja lan sources of de

e
v

r the househol

Mthawi va mvula
(Rainy season)

Mthawi va mwamvu
(Drv season)

urce codes:

[ \'\l Waret

Feodi mada amber a

AUTCES VOl Are §

enle numa ntchito amachokera kun?

|)1|\l oo dwelling ard |\|- it

Public tap

sty the majority of vour water most used )

Source Code

4]

Al Mard Mplor 21

“ted public well 2 2

cll

5 ~
3 3
a al

SPEng Vet STeAm Lo I
Pond Make /datme 12

(ither _~|\n'1|'. ]

013.

Mul

MW hen

retsa madia kunvumba muma 1 bwang?

su brng: the water home, ho 1 srore i)?

01.
02,

06. Orher

Wirh co
Withio

014.

na loemwa mada mumatam? (1

vour demnking warer)?

do you dispense vour donkiny

03.

96, Cither jf

cup for dippang

-up for dipping and denkang

Any av

alable contame

and another for donking

015.

01.
02.

w i)

s
Tes

01.
02,
03.
04,

Uncovered pat latrine

Covered pat latrine
Flush toaler
N o

i

ity /bush/ field /lake

016.

01.
02,

Mo
Yes

017.

01.
02.
03.
04,

|t ot
MOT

CUTTE :‘.ll:- LI"I.'\I

Clear signs of current v ¢ bt diery

| Il Ar S1E1s O Curtent w

age and clea

uld not observe

|"'I'I1i|| | ..'\.ZI.-.II.'.lll "1 ]{'. |‘" T




vmbude?

018.

hian nde chumbudi cha makanda ndi ana
mu banja mwanu amene saku
(What do vou do with the stools of babwes and voung

children in vour household who do not use the rodet

LESAVITTRA

0300 disp .
96 Orher (specily)

ound

Zanyalala zanu mumapanga nazo chian?

019, | (What do you do with vour garbage)?

0L Open pat

02, Anywher

03. Burmng

04, CGarbage collecton
96 Orher +Cily

020.] (Poes vour household have a special place for hand 00, ™o

01.

o see the pl

02L

rve 1f the fol

ed most often for hand washing and

wing ttems are avalable.

01.
02.
03.
9.

022.

01. Mever
02, Betfore food preparation
03. Before feeding chaldren
04, Afrer amend

Do, Cther specity)

[ € IIII-_l racces

MODULE B: INFANT AND CHILD CARE AND FEEDING

023. | Kodi munamparsa chaang <MNA
patstku lakubadwa?
(What did you gmve to
dav of brrth)?

China chilli chonse?
(Anything else)?

Breast mulk 01.

Lk {orher than breast malk 02,

Plain water 03,

slucose watet IES

Ciripe water 05.

Sugar-salt-water soluton 0.

Frust juice 07.

I formula 08,

Woarery P ticlge 09,

Infusions 010.

I'radiional herbal solutions 1L

Ohther {specify) M.

Do niot remember 08,

koondi ndi macla angan <IN AM

arabadw
024, | wamm

1 |".I'.“_l'|1l Tl

kwa nthawi voyambar

breast milk ro =NAME> for the first

rne )

(How many hours after barth did vou gve

01, Dad nor feed
0z, v
03. Berween 1 & 8 hours after arth
04, hlore than & hours after barth

thin one hour of birth

05, Don’t remember

1 I ANE MUNAmparsa 'IIII-\. .I-\..I

vachikasu wovambihira kuroluka pa tsiku

025, | lobadwa kapena munatayar
(13 vou grve the colostrum to the chald

the day of birth or did you throw 1

00,
0L
08,

A Illll.l

don’t remembet

026, | Fodr <NAME= akuyamwitsidwabe?

(Ts <<NAMEZ= anll heing breast Fed)?

00, ™o
01, Yes

|"II'IZI| I A .I-II RN |1\... |"' il

46




"-llll].l'.“_ll'. HNWICsa KW '.'.||'I.I\'.'_ Vi

\ME

ani(mivezi ingati) =N

027
=t 1y |'||"'|I|h\l||'\| Viou . = ) . -
Write 00 if the child did not breast feed.
. lamkaka dzulo kag 0L Mo
028. 02

D6, Don’t Know

vhat age did you start grving the folle

Nt pa zaka =it pamene munayamba kupereka zakadya kapena zakumwa

wing food or drinks apart from bre:

zotsatiraz pambah pa mkaka wa m

t malk to <NAME=)F Que

when the mother started giving the following foods to <NAME> (approximarte age in months)

rc I W

stions on the age

Wirer  OR

OR

OR OR

# Drays

# Weeks

ron't

I, Famadz kupatulako mkaka
'I.|;.|l|'|'.|" "lhl'l |h.|'||'||||||'.
o L

mullet), mpungaince),zina

2 Farmula (&

i Mkaka wochokera ko swero(M rom animals)

i ¢ zana zopangidwa kuchokera ku mkaka(Orher
food made from mulk) (cheese, voghurr)

50 Cemads (chomangaimarec), mapaa(sorghus I

029, 0. legu

s (nvembalbeans), sova,

'.“Ll'."\lz'.l hit .'.“L‘I'II'l'.' O TTeC Nuts ),

other)

HCAssava), 'II||'-:I|.I-.I

L VAITL ), o 'll'\'.'

munkhak: cumber), anvezi{omon), othet

zpatso zmafand Other frnes) (nthochi{ban;

n .I]:I;"_'|"'Il1l ZI|"'|"|[ . L ||._‘

A, v orich vegetables (masamba wo
vegerables), mbarara va kholowa va
chikasuivellow sweet porato), carrot,
maungu{pumpkin}, other) and Vitamin A rich fruits
(110, Pap malambe, mas |
. Masamba enalCrl vegetables) (tomato,

Lo Ammal foods — Nyamall

|||'.“_]:.|'|"-

), nkhosalamb), o

nlkhunda/ nkha

dens),nedombo

T8 ), MAZITalef

1} (ng'ombe(beef),

nacimbaltsh),

mbewalmice

Fars, ols), mapevala(avocado poats

Foodh momatanm ngan < N ANMTS al

D30.

vakudya?

at do you doaf <NAME

LRIAE] |11:1|‘-.| nch nthaw

15 sleeping: and 1t 1s nime 1o ear)?

01.
02.
03.
04,

96,

Mothmyg (let child sleep)

Wake

Sl

MAME> up
es upon waking up

:\|I|. Tl canne: (ol vel

STATTC l.: canns

MODULE C: NUTRITION AND FEEDING PRACTICES

031. the list of foods consumed in the last 24 bours)

Kaodi dzulo masana kapena usiku watha, ndi mtundu wanji wa zakodya munampatsa?
Diuring the day yesterday or last night, what type of food did you give to <NAME> (Read

1L:\|‘.. MEES

00, Mo

01, %es

98, Don't Kanow
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2. (beans, sova, proundnurs, t s,

3. Tubers (cassava, potatoes, vam, other)

i Wiramm ¢ en leaty veperables, vell sweet potato, carror, pumpkin,
ather)

5. Onther vegerables (romaro, cocumber, crnion, other

[ FWiraman A rich froars s Papava, malambe, m L other

T Other frnts (banana, apple, pmeapple, other

i, “hlear (heef, |"--'.|\. lamnb, game), fish, |‘---|||I1 v, todents, insects, e, 1M ard insects

9. Mk, yoghurt, cheese

1, aviocads pears

I r condumnents

12. _l'.I.l'll_'|ll\:\llllil,'-|hl1 bever

S0, Other foods, please speaify

Kodi dzulo masana kapena usiku watha, ndi chakudya cha madzi cha mrundu wanji chomwe munampatsa? Durir
day vesterday or last mi

ht, what tvpe of liguid did vou give to <MNAME

00, Moo 0L

98, Don’t Know

0

1 ier?
032, 2. Formula milkr
3 tvpe of milk (powder, anmmal, in carton)?
b Fruar jus
5. Other houd (sweer water, tea, coffee, sada, eto)r
6. Breast mmlk?
033. How many times id (mashed) foods | 0L Non

02, MNumber
D6 Mot ver eatimng
98 Do nort know

Y :»|-.'I-.|.I'. \III'.I
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MODULE D: GROWTH MONITORING AND ADMISSION TO FEEDING PROGRAMS

Fodi <NAMEZ alh nde card vowonetsa m'mene
alouloulira kapena kabuku kakuchiparala? 01, “es, seen
(Does <NAMLE

R N

have a growth moniorng card /health 02, Noravalable/lost/musplaced
passport)? 03, Never had a card
Ngar inde: chonde ndngaone nawo? 98 Don't know

(IF YES: N see it please)?

Look at <1
34, (name) has
months.

vth monitorng card and see 1f

11 ReNS
01, es
98 ron’t kaow

-".'-'_\|'\'.'.||- m ||IL |.I'-| ERINR

Kodi <NAME>wagone vako kumagulu la zakudya mu

00, Mo
01 Yes
98. Don’t know

035, muyez 1sanu ndt umaodat yapetay?
(H: NAME= been admetted to a nutnnon program in
st 6 months)?

] 0, Mo
036. (Was (Nm} weighed at b.’rﬂ]?) 01. Yes
98 Don't know

MODULE E: IMMUNIZATIONS

01, Yes, seen

02, Mot avadable Jlost/mesplaced
03. MNever had a card

98, Daon't know

Do vou have a card where (MAME) vacciartons are

037. written down?

038, Copy vaccination date for each vaccine from the card.

Write 44" in "DAY™ column if card shows that a vaccination was given, but no date is recorded.

VACCINATIONS VACCINATION RATES

PAY MONTH YHAR

Vitaman A ( Most recent

MODULE F: CHILDHOOD ILLNESSES AND THEIR MANAGEMENT

039, Pa masabata awir apitaweo kodi Mess 00, Mo
AN A anadwala kwambin marenda 01, Yes

11 .Il'.'-'. [NIRE

: on anafuna chithandizo? 98. Don’t know

'|'.'. |h|. IZI:»| W0 el \'-.I.:'If.l' D | )

sulbler I

af the followmge tllnesses

that was severe enough to 1

Fever,/Malara

[reanmentr) =y I]
SN

|
=
3

Dharrhoea

06O ther Spec

040, Neman < 1A

malangizo kapena chathandizo kunga kwa

V= anadwala, munafuna 00, ™o

nyumbar?

(TF <MNAME> was sick, did vou seek
advice or look for treatment ourside the
home)

Final Foaluanon RL"- vl _]_i’)



041, Ngat munafuna malangizo kapena

chithandszo, munapata kuti? 0L Tlospaal

(IF vou soughr advice or rrearment, where | 020 Health centre

dad vou gor) 03. TPrrvate health clinic
04, Health post/station (g

Intermediate (1203b)
01 Commumiy healrh
02, Health agene

03, 1
96.

1 services [vill

'\I'I'lI:""ll e

Public or private medical sector (1203a)

01 THA

02, Tradimonal healers

03. .‘:|'|--|‘|\ market

D4, Willage docror (untramed
D5, Toly water/church/ mosgue
96 Orther read ] (specity)

042, 01, Mother 07. Brother
Mhmdane alt ndelamulo | 02. Father 08, Ao
chomutengela mwana ka chuparalar 03. Mother and fathe 09, Uncle

»imiakies it about taking ( 010, Guardian
the child to 2 |1-'::\|"-|I.... ) 05 011, Nl
012, Cirand father
96. Other (Specify)
STCK CHITLDY (Mo T am godng to ask vou questions on [ 0L Dan't kinow
e ment of swck chadd). 02. looks unwell or not Pl:l_-."]!:ﬂ' srrnally
03 N frinl
Somenmes cl 1 et sick an of 04, ) W
043, rreatment for illness. 05,
D6, Fast breathing
Whart are the ns and illness thar would indicare your 07. Difficult breathu
child needs rrearment? 08, Vormts evervthing
PROBL: Af 09, lsions
96, Cither (spectiv)

MODULE G: MANAGEMENT OF DIARRHOEA

Panthawi mmene<DDZINAZ anatsegula m’mimba munapatsa mulmngo wa zakumwa
044, | woran, pang’ono, kwambiri kapena chimodamodz kuyverckeza ndi m’mene amakhaliea
| ZONEC.
tme <NAME wea, hom wh fluds did vou 5 the |
s, much or the same compared ro the usual.) 98 Don’t know
Panrhawi imene < 1DATN A anatsegula m’mimba ndi mulingo w wi zakudya umene | 0L Less
045, | munamparsa pofana di nthawt zones. 02. Mo
(D the nme < had & | what quannry of food dud vou gve compared 1030 Abour the s:
Tor usL 04. Stopped MK
D8 Don’t knoy
01, WNaths
02, Flud
03, Home — made fuad
) wowas !:I\.'.I] o treat |hl '\l' '.'I"I"_'"_-'il il:‘ []-1; I>'||| or '-.'.'I-ll'l-'
046. PROBE: 05. injection
06, ( IV} mrravenous
07, Home remedies)” herbal
medicmes
08, Other [ specify
047. | Have you heard of Thanzi (ORS) o
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It Yes,
Onee mother has provided the descriphion, rec

I'hanz preparation correctly or incorrectly. Circle 1

ALL the followimng:

048,

Use 1 hitre (3

se the ennire packet of Thana ORS.

-

ssolve the powder fully

Wik the mother ro descrbe OR

'II.: hit hl-ll'\'. \hl

correctly) If the mother mennoned

empty bottles of fanta) flled w

] '."I-.'l"-:l'..l||lll1 tor you

described (VRS

ith clean drnking water

C '.II ll'l.l IMNCOTICC ||-

MODULE H: ACUTE RESPIRATORY INFECT

IONS

| I.I\ \ ane ) |]ZIL: arn .|'. hit I|..". € .‘-"'.I-."' al anvome m

049,

00, Mo
0L Yes
98. Don't know

the last two weeks?

Has{ MName)h

breath fa

1 an illness wr , i she

030.

t than usua t fast breaths?

he have difficult breathing or

051 | P you seek advice or treatment for the o

gh fast hreathingy

98. Don’t ko

p52. | How long after vou notced (NAME]) oo

..I'_..‘. did you s

Same day
eck treatment? 02. MNext day
03, Two days
04. Three

O7 TNOTE

053.

Which medicines were Ve I

0L Nothing

02. "-_\|‘-'.11|1

03, Panado

04, Cough Syveup
05, A
06. Erhroym
07. Bacterium
96, Crrher

98, Don't

wacillin

T

spectfy)_

LTIV

MODULE 1: MALARIA CASE MANAGEMENT

054. Has (Mame) been il with fever in the last rwo weeks?

0. ™
01 es
98. Don’t know

00, ™
01. Yes

98, [2on’t know

056. [2d you ask advice or treatment for (NAMLE) fever

0.
01, Wes
98. Don’t know

How long after vou noticed (MAME

| fever did vou seek for trearment?

01, Same day
02, Mexr day
03.

04, Thrce

Do days

AT

Which medicmes were gmven i 2 et

Carcle all the medicines that were grven.

feverrs

01.
02.
03.
04,
03.
96. Orther {spec

98. Do nor know

misiclar

Cumine

s

e (Bacrerum)

15t
059. | How long after the fex

01, Same day

02, Mext day afrer the fever
03.
04, Three «
98, Do not

I'wo days after the fever

T 110 '\IZ L

S LELLY
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060.

01.
02.
03.
04.
05.
06.
07.
08.
96.
98.

Intravenous diig use
Blood transfusions
Injecnons

Shanng razor blades

Is there any way

061,

01,
02.
03.
04.
05.
06.

96. O
98. Ix

Use of mosquito bednets
Use of treared mosquaro bednets

Cleanng bushes

[Dening st

Heouse sprs

1 prophylas:

-cify)

Ko

MOSQUITO BEDNET USE (KUGWIRITSA NTCHITO MA SIKITO A UDZUDZLY)

MO QUESTIONS AND FILTERS

CODING CA

CGORIES ST

32 . . [ e
D62, | Muli ndi masikito m unvumba mwanu?

l_l Yo vou have any bedners i your i VTR

00, Mo
01, Yes

98. Daon’t know

Ndmdam anagona mu masikito usiku

063, | wathawu?

(IE¥es, wha slepr under a bedner last

(Reference

Hu

LW do not

yand,/Partner

child)

use the net thes fime

. Cthet -'\|'\l Cily )

064 How often do vou use the bedner?

Onee mn a while
Rainy s

l'-.\ as |hl' ..|\'\| e ever or '\l'llw'.'l-\'\l ma

0G5,

lquid to repel mosquiroes?

. Don’t know

How long: ago was the bedner last soaked?

066. | RECORD ANSWER IN MONTHS.

Less than 1 month
Months
03, 1o

nat know

067,

Number of tmmes

Final Fvaluation Report
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MODULE J: ANTHROPOMETRY - HEIGHT AND WEIGHT MEASUREMENTS

CHILD 6-23.99 MONTHS

BIRTH DA

DOF CHILD 6-23.990M0)

WG HETGHT

0

DAY [0 YA MONTHS CM e
[ I 1T 1T I ! ! 1 I I 1 ! I I [ ! \\
N R |

068, Source of Borth Dare | 01, Barth cernficare
02, Baptsmal record
03. Clinac card
04. Home record
05, Calendar of evenrs
06. Mother/caregmver recall
9.  Other (speaify)

069, Clothes worn by chald durnmg weghi 01, ™o clothes

03] 02. Light clothing

03, Mid-wesght clothing
04. Heavy clothmyg

070, NMeasurements 0L Complered
02. Partally completed
03. Mother/caregiver refused
04, Child uncooperanve/refused

Comments about the sit

AT S «

I the child ar the tme «

[ this measurement

THANK THE MOTHER FOR HER TIME AND PARTICIPATION IN THE

I"II]ZII | N .I.II e |‘\I.'\|\"l'.|

SURVEY.

h

(8]




